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... Specify Bufferin® and curb 
salicylate intolerance 


BUFFERIN effectively relieves pain and dis- 
comfort due to headache, colds and muscle- 
joint strains and gives temporary relief of 
minor arthritic pains. Swift-acting BUFFERIN 
is detectable in the plasma 60 seconds after 
ingestion,! absorption being expedited by its 
antacid components.? 

BUFFERIN is superior to plain aspirin in 


that it avoids gastric intolerance; it is “‘.. . the 
drug of choice where prolonged, high salicyl- 
ate levels are indicated.’ 

Gastric distress due to aspirin used alone 
has been reported consistently.4-10 BUFFERIN 
greatly reduces the incidence of aspirin in- 
tolerance, “‘. . . is 4 to 5 times better tolerated 
than ordinary aspirin.’’3 


1 Harrisson,J.W.E.; Packman, E.W., 
and Abbott, D.D.: J. Am. Pharm. 
Assn. (Scient. Ed.) 48:50-56 (Jan.) 
1959. 

2 Paul, W.D.; Dryer, R.L., and 
Routh, J.L.: J. Am. Pharm. Assn. 
(Scient. Ed.) 39:21 (Jan.) 1950. 


3 Tebrock, H.E.: Ind. Med. & Surg. 
20:480-482, 1951. 

4 Muir, A., and Cossar, I.A.: Brit. 
M.J. 2:7-12 (July 2) 1955. 

5 Waterson, A.P.: Brit. M.J. 2:1531 
(Dec. 24) 1955. 

6 Brown, R.K., and Mitchell, N.: 
Gastroenterology 31:198-203 
(Aug.) 1956, 


7 Kelly, J.J., dJr.: Am. J. Med. Sci. 
232:119-128 (Aug.) 1956. 

8 Brick, I.B.: J. Am. Med. Assn. 163: 
1217-1219 (Apr. 6) 1957. 

9 Trimble, G.X.: Correspondence, 
J. Am. Med. Assn. 164:323-324 
(May 18) 1957. 

10 Lange, H.F.: Gastroenterology 33: 
770-777 and 778-788 (Nov.) 1957. 


For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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IM PROVI NG | “Converting i iron into steel is jae one of the couihens ways 


in which man has increased the usefulness of nature’s 
ON NATURE bounties. In the treatment of hypothyroidism, Proloid, the 
only improved but complete thyroglobulin, offers similar evidence of man’s ingenuity 
in improving on nature. 


An exclusive double assay assures unvarying potency and a uniform clinical response 
from prescription to prescription. To restore patients to a euthyroid state—safely and 
smoothly — specify Proloid. Three grains of Proloid daily is the average dosage for 
patients with mild forms of hypothyroidism. 
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INFORMATION FOR CONTRIBUTORS 


THe JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the of- 
ficial scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JOURNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for fig- 
ures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each ref- 
erence must include the name of the author and the full title of the 
article or book. For periodicals, the name, volume number, complete 
date, and inclusive paging of the article are required. For books, the 
edition, the name and location of the publisher, and the year of publi- 
cation are required. Exact page numbers must be given for all direct 
quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 


Published monthly by the American Osteopathic Association. Printed by Pioneer Publishing Company, Publication Office, 100 S. Kenilworth Ave., 
Oak Park, Ill. Editorial and Executive Offices, 212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mail- 
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2. Figure charts, tables which are to be engraved, and lettering on 
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Just Ready! 


NEW (Sist) 
Mayo Clinic Volume 


The new Mayo Clinic Volume is now ready, to 
provide you with the first-hand reports of the 
important medical and surgical advances made at 
this world famous center during 1959. Always a 
favorite with both general practitioners and spe- 
cialists, the volume includes papers covering 
practically the entire body: 

— Alimentary Canal —Genito-urinary Diseases — 
Ductless Glands—Blood and Circulatory Organs 
—Dermatology—Head, Trunk and Extremities— 
Thorax—Brain, Spinal Cord and Nerves, etc. 137 
articles offer new help on such problems as: 
appraisal of kidney function tests—the irritable 
colon syndrome—hormone therapy in obstetrics 
and gynecology—role of the family physician in 
treatment of children with congenital heart dis- 
ease—sprains, strains and whiplash injuries—man- 
agement of emotional stress in the housewife— 
surgical treatment of endocardial cushion defects, 
ete. Order your copy of this useful volume today. 
The edition is limited and the book will not be 
reprinted. 

Collected Papers of the Mayo C'inic and Mayo Foundation. 
Volume 51. By the STAFF OF THE MAYO CLINIC, Rochester, 
Minnesota; and the Mayo Foundation, University of Minnesota. 


825 pages, 6”x9” with 256 illustrations. $14.00. 
New—Just Ready! 


Saunders Books 


New and Revised 


New! —Schaffer's 
Diseases of the Newborn 


Here is practical help on the early recognition and effective treatment 
of diseases—both ¢ and unc that may attack the new 
baby. Sound clinical guidance is given on the incidence, etiology, diag- 
nosis, treatment and prognosis of each disease. Many case histories and 
illustrations clarify difficult points. Dr. Schaffer stresses the importance 
of the original examination of the newborn and of noting the most 
trifling deviations from the normal. Sound advice is given on such 
varied disorders as: atelectasis, congenital diaphragmatic hernia, aortic 
stenosis, acute pyelonephritis, etc. 


By ALEXANDER J. SCHAFFER, M.D., Associate Professor of Pediatrics, The Johns 
Hopkins Medical School and Pediatrician to The Johns Hopkins Hospital. With a Section 
on Neonatal Cardiology by MILTON MARKOWITZ, M.D., Assistant Professor of Pediatrics, 
Johns Hopkins Medical School and Pediatrician to The Johns Hopkins Hospital. About 
900 pages, 6144”x9%”, with about 358 illustrations. About $20.00. New—Just Ready! 


New!—Leavell & Thorup's 
Fundamentals of Clinical Hematology 


Written for the physician who is not a hematologist, this new book is 
packed with definite instructions on the diagnosis and treatment of 
blood disorders. Emphasis is on abnormal mechanisms that are respon- 
sible for manifestations of various diseases. Detailed help is given on 
all the major types of anemia and major disorders of clotting. Infec- 
tious mononucleosis is thoroughly covered, as are leukemia and malig- 
nant lymphoma. Today’s treatments are all here — use of vitamin B.:, 
folic acid, iron, exchange transfusions, etc. A separate chapter describes 
all standard laboratory hematology techniques. 


By BYRD S. LEAVELL, M.D., Professor of Internal Medicine; and OSCAR A. THORUP, 
Jr., M.D., Associate Professor of Internal Medicine, School of Medicine, University of 
Virginia. 503 pages, 634”x9%4”, illustrated, some in color. $10.00. New! 


New (2nd) Edition! 


Frederick & Towner's the Office 
Assistant in Medical Practice 


You'll save yourself much time and encourage patient good will if you 
present this little book to your office assistant. It is full of help for 
smooth handling of every phase of her job—as receptionist, secretary, 
bookkeeper, nurse and technician. The authors have brought this New 
(2nd) Edition right up to the minute. The chapter on Bookkeeping has 
been greatly expanded with many new illustrations of up-to-date office 
forms, a description of ‘the “write-it-once” bookkeeping system, ete. 
The chapter on Instruments is now much more detailed and includes 
new help on sterilization. 

By PORTIA M. FREDERICK, Instructor, Medical Office Assisting, Long Beach City College; 
and CAROL TOWNER, Director of Special Services, Communications Division, American 


Medical Association. 407 pages, 5%4”x8”, illustrated. About $5.25. 
New (2nd) Edition—Just Ready! 


JAOA 6-60 ORDER 
W. B. SAUNDERS COMPANY, West Washington Square, Philadelphia 5, Pa. | 
Please send and charge my account: 
New Mayo Clinic Volume.............. $14.00 Schaffer-Newborn About $20.00 
Frederick & Towner—Office Asst. About $5.25 Leavell & Thorup—Hematology $10.00 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 
ends of the vagus 


PRO-BANTHINE” 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 


USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tabe 
lets containing 15 mg. of Pro-Banthine (brand of proe 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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THE 
REALMS 


OF THERAPY 


BEST 


ATTAINED 


WITH 


ATARAX 


(brand of hydroxyzine) 
Special Advantages 


IN 
-% “gh 


unusually safe; tasty syrup, 
10 mg. tablet 


oo record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


“Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior... .” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


-»-and for additional evidence 


Bayart, J.: Acta ay belg. 
10:164, 1956. Ayd, F. J., Jr.: Ca 
ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and A 
B.: Winois M. J. 112:171 (Oct.) 
1957. 


ELD 

ER 

ATIENTS 


well tolerated by debilitated 
patients 


“... seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
he — in old age.” Smigel, 

0., J. Am. Geriatrics Soc. 
61 i988, 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. —_ 
F.: Minerva med. (Fe 
21) 1957. Shalowitz, a 
atrics 11:312 (July) jose: 


useful adjunctive therapy for 
asthma and dermatosis; par- 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atian- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
Gan. 3) 1959. ey R., et al.: 
Presse méd. 64:223 9° (Dec. 26) 
1956. Robinson, H. M., Jr., et a 

South. M. J. 50:1282 (Oct:) 1957. 


effective i in 


HYPEREMOTIVE 
ADULTS 4 


does not impair mental acuity 


“|... especially well-suited for ambula- 
tory neurotics who must work, oe 
a Car, or operate machinery.” Ayd, F 

iggy York J. Med. 57:1742 (May 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, R. C., Jr.: J. Florida M. 
A. 45:549 Gian’) 1958. Menger, 
H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter- 
ote Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 


PASSPORT 
| | 
ANQUILITY 

— 

{ 
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For more successful pregnancies 
in 
habitual aborters 


When added to your individualized anti-abortive regimen, 
NUGESTORAL may help you bring more habitual aborters 
to successful term. 


By supplying five therapeutic agents known to contribute 
to fetal salvage, NUGESTORAL creates an optimal maternal 
environment for the maintenance of pregnancy. 


Nugestoral supplies in each daily dose of three tablets: 


Progestoral® (Ethisterone) ... 45.0 mg. 
e Progestational action helps maintain fetus 
e Relieves uterine spasticity 


Ascorbic Acid (Vitamin C) 525.0 mg. 
Purified Hesperidin 487.5 mg. 


(equiv. 600 mg. hesperidin complex) 
e Prevent or correct abnormal capillary fragility 
e Protect and strengthen decidual vessels 
Menadione Sodium Bisulfite 6.0 mg. 
( 


U.S.P. Equivalency) 
e Prevents hypoprothrombinemia in mother and child 


dl, Alpha-Tocopherol Acetate (Vitamin E) ..........0.000008 10.5 mg. 
e Extra nutritional insurance 


DOSAGE: Prophylactic — One NUGESTORAL tablet t.i.d. from diag- 
Photos Courtesy F. C. Gindhart, M.D. nosis through at least the second trimester. 

Symptomatic — Two tablets t.i.d. or q.i.d. until symptoms are con- 
trolled. Then one tablet t.i.d. 


Available in boxes of 30 


and 100. Write for copies 
of recent clinical reports. Organon 


ORGANON INC., ORANGE, N. J. 
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Potent 
Against 
Pathogens.... 


Gentle 
To 


Tissues 


In clinical use for more than 13 years and today the 
most widely prescribed single topical antibacterial, 


Furacin retains undiminished potency against patho-— 


gens such as staphylococci that no longer respond ade- 
quately to other antimicrobials. FurAcin is gentle, non- 
toxic to regenerating tissue, speeds healing through 
efficient prophylaxis or prompt control of infection. 
Unique water-soluble bases provide thorough penetra- 
tion, lasting activity in wound exudates, without “seal- 
ing” the lesion or macerating surrounding tissue. 


the broad-spectrum 
bactericide exclusively 


for topical use 
brand of nitrofurazone 


in dosage forms for every topical need 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


FURACIN 


Soluble Dressing 
Soluble Powder 
Solution 

Cream 

HC Cream 


(with hydrocortisone) 
Vaginal Suppositories 
Inserts 


FURESTROL® Suppositories 
(with diethylstilbestrol) 


Special Formulations 
for Eye, Ear, Nose 


; 
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TWO STUDIES—ONE CONCLUSION: 


VAGINAL 
CREAM-JEL 


offers simple, effective 
conception control— 
without an occlusive device 


Works on new principle 
to inhibit sperm migration 


Study 1. Pregnancy rate: 2.01 per hundred 
woman-years of exposure 

In a 28-month study totaling 1792 patient-months, Dr. 
Leopold Z. Goldstein' found that of 101 young, married, 
fertile women who relied exclusively on IMMOLIN 
Cream-Jel, only 3 unplanned pregnancies occurred — 
just 2.01 per hundred woman-years of exposure. 


Study 2. Pregnancy rate: 3.2 per hundred 
woman-years of exposure 

—Thie hi ; A pregnancy rate of 3.2 woman-years of exposure is 
now reported by Drs. Ruth Finkelstein and Raymond B. 
productive the instant it con- Goldberg? in a study of 176 women who for three years 
tacts the outer edge of the relied exclusively on IMMOLIN Cream-Jel, a period 
IMMOLIN Cream-Jel matrix. totaling 3354 patient-months. 


IMMOLIN combines advantages of 

cream and jelly 

Snowy white, dry, static and free of messiness, 
IMMOLIN Cream-Jel combines the soft, pleasant emol- 
lience of a cream with the smoothness of a jelly, yet 
minimizes overlubrication and leakage— increases moti- 
vation to use faithfully. 


HOW SUPPLIED: #900 Package—75 gram tube with im- 
‘ proved measured-dose applicator and attractive, zippered 

NALA a plastic case. #905 Package—75 gram tube only. 

KILLED AND BURIED — —The —j. Goldstein, L. Z.: Obst. & Gynec. 19:133 (Aug.) 1957. 2. Finkelstein, R.. 

dead sperm is trapped deep in and Goldberg, R. B.: Am. J. Obst. & Gynec. 78:657 (Sept.) 1959. 

the IMMOLIN Cream-Jel matrix. IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N.Y. 
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GREATLY HEIGHTENED REACTIVITY 


to acid characterizes the action of New Creamalin Ant- 
acid Tablets.’* They act faster and longer than other 
leading tablets and neutralize considerably more acid.’ 
These tablets provide virtually the same effects as a 
liquid’ with the convenience of a tablet. New Creamalin 
tablets give faster, greater and more prolonged relief. 


NOT CONSTIPATING, New Creamalin Antacid 
Tablets will not produce “acid rebound” or alkalosis. 
They have a pleasant taste. 


Creamalin, trademark reg. U. S. Pat. Off. 


EACH NEW CREAMALIN ANTACID 
TABLET contains 320 mg. of specially processed, 


highly reactive, short polymer dried aluminum hydrox- 
ide gel (stabilized with hexitol), with 75 mg. of mag- 
nesium hydroxide. 


Adult dosage: Gastric hyperacidity—2 to 4 tablets as neces- 
sary. Peptic ulcer or gastritis—2 to 4 tablets every two to 
four hours. Tablets may be chewed, swallowed whole with 
water or milk, or allowed to dissolve in the mouth. 

How Supplied: Bottles of 50, 100, 200 and 1000. 


1. Hinkel, E. T., Jr.; Fisher, M..P., and Tainter, th 


M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:380, 
July, 1959. 2. Hinkel, E. T., Jr.; Fisher, M. P., 
and Tainter, M. L.: J. Am. Pharm. A. (Scient. LABORATORIES 
Ed.) 48:384, July, 1959. 


FOR PEPTIC ULCER + GASTRITIS » GASTRIC HYPERACIDITY 


New York 18, N. Y. 
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too fast? 


Slow it 
down with 


+ FE WP A ky i L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cea) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 


syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It.is not indicated in cases of aortic insufficiency. 
suppuiep: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


SUMMIT: NEW JERSEY 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 
Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 

ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 

HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 

PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 

Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 cc. teaspoonful). 


this the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPEN 


ALPEN™ potassium phenethicillin 
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THE CAPILLARY PROTECTIVE 


i Physician 6:42, 1957. 2. Gale, E. T., and 
¢ In Thewlis, M. W.: Geriatrics 8:80, 1953. 
|U)\U)THE NATIONAL DRUG COMPANY, F 


DROPPING THINGS 


cerebral 
accident? 


LOOK OUT FOR THE “LITTLE STROKES” 
resulting from abnormal capillary fragility. 
Sudden dizzy spells, bizarre feelings of pain, 
_ double vision, occasional stumbling or 
| mental confusion are typical episodes. 


: LITTLE STROKES MAY BE AVOIDED 
' Many cerebral accidents may be avoided if 
adequate amounts of hesperidin and ascorbic 
acid are provided.* Hesper-C provides the . 
hesperidin complex with vitamin C, synergists 
in supporting capillary repair. 


References: 1. Alvarez, W. C.: The New 
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mfor a smoothm 
downward curve 


New Rautrax-N results in prompt lowering of blood pres- 
sure.’ Rautrax-N, a new and carefully developed antihyper- 
tensive-diuretic preparation, provides improved therapeutic 
action! plus enhanced diuretic safety for all degrees of essen- 
tial hypertension. A combination of Raudixin and Naturetin, 
Rautrax-N facilitates the management of hypertension when 
rauwolfia alone proves inadequate, or when prolonged treat- 
ment, with or without associated edema, is indicated. 
Naturetin, the diuretic of choice, also possesses marked 
antihypertensive properties, thus complementing the known 
antihypertensive action of Raudixin. In this way a lower 
dose of each component in 
Rautrax-N controls hyper- 
tension effectively with 
few side effects and 
greater margin 


of safety. 
1-16 
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Other advantages are a balanced electrolyte pattern!-16 and 
the maintenance of a favorable urinary sodium-potassium 
excretion ratio.216 Clinical studies!5 have shown that the 
diuretic component of Rautrax-N—Naturetin—has only a 
slight effect on serum potassium. The supplemental potas- 
sium chloride provides additional protection against potas- 
sium depletion which may occur during long term therapy. 


Rautrax-N may be used alone or in conjunction with other 
antihypertensive drugs, such as ganglionic blocking agents, 
veratrum or hydralazine, when such regimens are needed 
in the occasionally difficult patient. 


Supply: Rautrax-N—capsule-shaped tablets providing 50 
mg. Raudixin (Squibb Rauwolfia Serpentina_ Whole 
and 4 mg. Naturetin (Squibb Benzyd ), with 
400 mg. potassium chloride. 

Dosage: Initially-1 to 4 tablets daily after meals. Mainte- 
nance- 1 or 2 tablets daily after meals; maintenance dosage 
may range from 1 to 4 tab- 
lets daily. For complete in- 
structions and precautions 
see package insert. Litera- 
ture available on request. 


References: 1. Seoate to the Squibb 
Institute, 1960. 2. David, N.A.; 

Porter, G. A., and Gray, R. H.: Mono- 
Pees on Therapy ) (Feb. .) 1960. 


E.S., A, 
and Forsham, P. Hi: "Op. cit. 5: 46 
yw ) 1960. 4. Fuchs, M.; Moyer, J. 
, and Newman, B. E.: Op. cit. 5:55 
(Feb) 960. 5. Marriott, H. J. L., and 
Schamroth, L.: Op. cit. 5:14 (Feb.) 
1 . 6 Ira, G, H., Jr.; Shaw, D. M., 
and Bogdonoff, M. D.: North Carolina 
M. at ge (Jan.) 1960. 7. Cohen, B. 
Times, to be pens 8. 

G. M. and Keyes, J. W. 
Henry Ford Hosp. M. Bull. 7: 281 
(Dec.) 1959. 9. Forsham, P. H.: 
Squibb Clin. 2:5 (Dec.) 
1959. 10. Larso’ : Op. cit. 2:10 
(Dec.) 1959. 11. W. M.: 
ng cit. 2:11 (Dec.) 1959. 12. Yu, P. 
: Op. cit. 2:12 (Dec.) 1959. 13. 
Weise. S.; Weiss, J., and Weiss, B.: 
Op. cit. 2: 13 (Dec.) 1959. 14. Moser, 
M.: Op. cit. 2:13 (Dec.) 1959. 15, 
Kahn, A., and Grenbiatt, |. J.: Op. cit. 
2:15 (Dec.) 1959. 16. Groliman, A.: 

on Therapy 
5:1 (Feb.) 1960. 
Squibb 


ano ‘NATURETIN’ ARE SQUIBB TRADEMARKS, 


The proved, effective antihypertensive— 
now combined with a safer, better diuretic. | 


Squibb Standardized Whole Root R 
and Benzydroflumethiazide (*Naturetin) with 
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Patent #2748052 


for medical management of obesity 


The different amphetamine combination of choice... 
even in many cases of hyperthyroidism, hypertension, 
coronary artery and other cardiovascular diseases. 


OBETROL incorporates the desired action of amphetamines with- 
out usual drawbacks. 


OBETROL Each 20 mg. tablet or two 10 mg. tablets contain safer, 
longer acting Methamphetamine Saccharate 5 mg., 
with Methamphetamine Hydrochloride 5 mg., Ampheta- 
mine Sulfate 5 mg., Dextro Amphetamine Sulfate 5 mg. 

SUPPLIED: in 10 mg. and 20 mg. tablets in bottles of 100, 500, and 1,000. 

Ref: Plotz, M.: Modern Management of Obesity, J.A.M.A. 170: 1513-1515 (July 25) 1959. 

Available on prescription at all leading pharmacies. REFER TO 

Write today for clinical samples. Page 753 (PDE 


OBETROL PHARMACEUTICALS e 382 Schenck Avenue e Brooklyn 7,N. Y. 
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RONCOVITE-MF 

IS RAPIDLY BECOMING 
THE DRUG OF CHOICE IN 
ANTI-ANEMIA THERAPY... 


and 


Please write for monograph, 


because... 


Cobalt is the only known clinically proved therapeutic agent which en- 
hances the formation of erythropoietin, the hormone which regulates ery- 
thropoiesis in the body. 


because... 


Roncovite through the effect of Cobalt-enhanced erythropoietin improves 
iron utilization by activating this normal physiologic process. 


because... 


The result is a more rapid and complete hematologic response in the 
anemic patient... 


because... 


The safety of Roncovite has been demonstrated by the administration of 
over 365 million doses. 


EACH ENTERIC COATED, 
GREEN TABLET CONTAINS: 


(Cobalt as Co. 3.7 mg.) 
Ferrous sulfate, exsiccated . . « « 100mg. 
available on request. : 
DOSAGE: The maximum adult dose of Roncovite-MF 
is one tablet after each meal and at bedtime. 
LLOYD BROTHERS, INC. CINCINNATI 3, OHIO 
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Specific, effective tranquilizer 


provides highly effective tranguilization, 
relieves anxiety, tension, nervousness, 
23 


dlood 


KELL 


_ how does Mellaril differ from other potent tranquilizers? 
| 


greater speciticity of tranquilizing 2 
| action results in fewer side effects 


tranquilization’ 


Virtual freedom of Mellaril 
from major toxic effects is 

- due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as -anti- 
emetic action. 


“The most striking aspect of thioridazine IMELLARIL| therapy i is the poverty 
of side-effects.” 


“In conclusion it may be said that thioridazine is at least as effective in 
‘relieving psychiatric illness as other drugs of its class. On a milligram for 
milligram basis it has the same order of potency as chlorpromazine. In 
its low incidence of side-effects and toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason it is well tolerated by patients, 
particularly those who are not hospitalized and who frequently discontinue 
their medication with other drugs because of dizziness, sleepiness, increased 
tension, or Parkinsonism.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Kinross-Wright, J.: Newer phenothiazine drugs in treatment of nervous disorders, 1704283, duly 1959, 
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The Pregnan 


-and a natural way to meet her special need for calcium 
-with low-calorie Carnation Instant 


Drinking enough milk during pregnancy to 
assure sufficient calcium has posed the problem 
of unwanted fat calories — till recently. 

Now a natural way to help assure your 
patients’ good calcium and nutritional status is 
the excellent new food—new Carnation Instant 


Nonfat Dry Milk mixed 25% over-strength. 


One-third cup extra crystals per liquid quart 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA | 


when mixing provides 25% more calcium, pro- 
tein, and B-vitamins than ordinary nonfat milk. 
Because your patients can add this additional 
amount of Carnation Instant Nonfat, they get 
needed nutrition — without excessive calories. 
And its richer, more delicious flavor is a natural 
way to extra nutrition they will enjoy. Costs 
them only 10¢ a quart. 


CRYSTINS 
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 EFFICACY* 


"ANTIBIOTICV ANTIFUNGAL EAR DROPS 


,, 3.5 mg. neomycin (from sulfate) and 50 mg. sodium propionate per cc.—in 15 cc. dropper bottles. 
“Lawson, G.W:: Diffuse Otitis Externa ald Ite-Elfective Treatment, Postgrad. Med. 22: 1957. 
NEW JERSEY 
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REDISOL Is SO kids have better 


Redisol (Cyanocobalamin, crystalline vitamin Biz) often stimulates children's appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids, 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 mcg. per cc., 10-ce. vials and 1000 mcg. per cc. in 1, 5 and 10-ce. vials). 


Drawings reproduced from “A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Seryices, Merck Sharp & Dohme, West Point, Pa. 


<p MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK & CO., INC. 
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...felief from pollen allergies 
more complete than antihistamines alone...more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.'* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
/ orrhea and sinusitis.’ Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 


tion” or rebound congestion.* 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI 50 mg. 
also available: 
TRIAMINIC JUVELETS® 12 the formulation of the Triaminic Tablet with timed-release action. 
AS TRIAMINIC SYRUP each teaspoonful (5 ml.) provides V% the formulation of the Triaminic Tablet. 
References: 1, Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 2. Lhotka, F.M.: Illinois M.J. 112:259 
(Dec.) 1£57. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S.R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960. 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 
first—the outer layer dissolves 
within minutes to produce 
Relief is prompt and prolonged 3 to 4 hours of relief 
because of this special then—the core disintegrates 
timed-release action to give 3 to 4 more 
% hours of relief 


SMITH-DORSEY .« A DIVISION OF THE WANDER COMPANY e LINCOLN, NEBRASKA 


| 
~ 
| 
| 
° 
ere 
oe 
Se «6 | 
e 
eo @e 
~ 
. 
. 
“te 
4 4 
= 
‘ Le 


BEFORE: Severe, persistent der- 
matomycosis of several months 
duration. 


NOW AVAILABLE 
WHITE’S VITAMIN 


A&D OINTMENT 
with Prednisolone 


AFTER: Same patient after two 
weeks therapy with Vitamin A and 
D Ointment with Prednisolone, 
Medication applied twice daily. 


White’s Vitamin A and D Ointment is now available with Prednisolone (0.5 per cent) ina 
lanolin-petrolatum base. The local anti-inflammatory and anti-pruritic effects of prednisolone 
augment the healing, soothing and protective effects of White’s Vitamin A and D Ointment. 


For dermatoses caused by thermal or chemical irritants, common allergic skin 
disorders and nonspecific pruritus ani and vulvae. Supplied in 10 and 25 Gm. tubes. 


White Laboratories, Inc., Kenilworth, New Jersey. 
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-areservoir of vitamins 


for use throughout the day 


brand of 
high potency multivitamins—therapeutic formula 
—in Spansule® sustained release capsules 


The water-soluble vitamins (B Complex and C) are poorly 
p \ stored and rapidly excreted. To overcome this, ‘Fortespan’ 
acts as a reservoir of water-soluble vitamins, releasing them 
te slowly for use by the body over a 10- to 12-hour period. 
wy ie ‘Fortespan’ is designed to provide more efficient vitamin 
utilization . . . with less waste. 

\ A Ae A high potency therapeutic multivitamin preparation, ‘Forte- 
span’ contains the fat-soluble vitamins (A and D) as well 
WZ, = as the water-soluble vitamins (B Complex and C). S ag 
‘Fortespan’ is comparable in cost to conventional, 
=e widely prescribed therapeutic multivitamin prepara- 
‘Ta fketed- tions. Available in bottles of 30 and 100 capsules. 


Pa ee SMITH Smith Kline & French Laboratories, Philadelphia 1, Pa. 
FRENCH 
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Make reservations for 


A. T. STILL 
Memorial Luncheon — NOW! 


HEAR the inspiring address, “SIXTY-FIVE YEARS OF 
OSTEOPATHY —A PUBLIC TRUST,” by Morris Thomp- 
son, D.Sc., President, Kirksville College of Osteopathy 
and Surgery. 


WHEN — Tuesday, July 19, 12:30 p.m. 


WHERE — Colonial Room, Hotel Muehlebach, 
Kansas City, Mo. 


SPECIAL price of $2.00 for those preregistering for the 
64th Annual Convention of the American Osteopathic 
Association. Remit $2.00 for each luncheon ticket desired 
when sending in registration fee. Luncheon tickets sold 
at the Convention will cost $5.00 each. 


HURRY and send for your luncheon tickets, as only 325 
persons can be accommodated. 


4 Sat isf ied... 
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for those who prefer higher protein levels 


“Personal experience with the hunger of infants fed even 3.5 ® 
Gm. (of protein) per kilogram makes us unwilling to reeommend 

intakes of cow’s milk which would give less protein. Although Lact Ul rr 
the determinants of food intake are complex, the possibility modified milk formula 


exists that unmet nutritional needs may make the intake of 
3.5 Gm. and more of cow’s milk protein necessary....’”* 


LACTUM (liquid and instant powder) supplies the higher 
protein level of modified milk formulas that has been used so 
successfully in the feeding of infants. In Lactum 16% of total M ead J Oo h nson 


calories is derived from protein. Symbol of service in medicine 


*Gordon, H. H., and Ganzon, A. F: J. Pediat. 54: 503 (April) 1959. 
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Furadantin 


brand of nitrofurantoin 

“... by far the most effective drug to be employed, and this has been substantiated in practice. It is a 
drug of low toxicity and, what is more important, bacteria rarely if ever become resistant to it. It can 
be employed for long periods of time, is bactericidal and does not favor the appearance of monilial 
infections.’ 

Indicated in: acute and chronic prostatitis » benign prostatic hypertrophy (to prevent or treat con- 
comitant infection) = postoperatively in prostatic surgery 

Supplied: Tablets, 50 and 100 mg., Oral Suspension, 25 mg. per 5 cc. tsp. 

References: 1. Campbell, M. F.: Principles of Urology, Philadelphia, W. B. Saunders Co., 1957. 2. Farman, F., and 

McDonald, D. F.: Brit. J. Urol. 31:176, 1959. 3. Sanjurjo, L. A.: Med. Clin. N, America 48:1601, 1959. 


EATON LABORATORIES, NORWICH, NEW YORK 


prostatitis 
the inference: probably “the most common 
| chronic infection in men over 30 years of age” 
| | eal: “by far the most effective drug” | 
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Conception control becomes a matter of special 
concern six to eight weeks post partum, when the 
new mother looks to you for advice on the best 
way to plan the balance of her family. Reliable 
conception control can be virtually assured with 
the diaphragm and jelly method, at least 98 per 
cent effective.’ 


Now—cushioned comfort 
.. lwo ways 


Your patient experiences special physical com- 
fort when you prescribe either the standard 
RAMSES® Diaphragm or the new RAMSES 
BENDEX,® an arc-ing type diaphragm. 

The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with a 
dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom of motion. 
For those women who prefer or require an arc- 
ing type diaphragm, the new RAMSES BENDEX 
embodies all of the superior features of the con- 
ventional RAMSES Diaphragm, together with the 
very best hinge mechanism contained in any arc- 
ing diaphragm. It thus affords lateral flexibility 
to supply the proper degree of spring tension 
without discomfort. 

RAMSES, BENDEX, and “‘TUK-A-WAY” are registered trade- 
marks of Julius Schmid, Inc. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base of 
long-lasting barrier effectiveness. 


For added protection —RAMSES 
“10-Hour” Vaginal Jelly* 

RAMSES Jelly is uniquely suited for use with 
either type of RAMSES Diaphragm. It is by de- 
sign not static, but flows freely over the rim and 
surface of the diaphragm to add lubrication and 
to form a spermtight seal over the cervix, which 
is maintained for ten full hours after insertion. It 
is nonirritating and nontoxic. 


You can now prescribe a complete unit for either 
type of diaphragm. RAMSES“TUK-A-WAY”® Kit 
#701 contains the regular RAMSES Diaphragm 
with introducer and a 3-ounce tube of RAMSES 
Jelly; RAMSES “TUK-A-WAY” Kit #703 con- 
tains the RAMSES BENDEX ee and 
Jelly tube. Each kit 
is supplied in an at- 
tractive plastic zip- 
pered case, beauti- 
fully finished inside 
and out. Both types 
are now available at 
key prescription 
pharmacies. 


Reference: 1. Tietze, C.: Proceedings, Third International Con- 
ference Planned Parenthood, 1953. 


® Diaphragms 
and Jelly 


JULIUS SCHMID, INC. 423 West 55th Street, New York 19, N, Y. 
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NOW... the first truly effective and safe 
control of both chronic and acute diarrhea 


(polycarbophil- thihexinol methylbromide) 


IN CONVENIENT TABLET FORM 


A totally new agent, for non-opiate control of the dual problem 
of diarrhea: too fluid feces, too frequent evacuations 


Unexcelled therapeutic response, 85% of 
the chronic cases, 93% of the acute."" 


The culmination of a decade of 
laboratory experimentation and over five 
years of clinical confirmation. 


| For too fluid feces, an extraordinary 
| ability to absorb free fecal water. 


For too frequent evacuations, superior, 
yet selective, antimotility action. 


Convenient tablet form; simple, uncom- 
plicated dosage schedule (1 tablet q.i.d.). 


| 

| 


Even where all other agents have failed — 
Sorboquel arrests long-standing, 


uncontrolled, exhausting diarrheas 


Unexcelled Therapeutic Response: Results of the Administration of Sorboquel Tablets‘* 


Response 

No. of Patients Excellent Good Poor 

Chronic Diarrhea* 485 335 76 74 
tie 
84.7% 15.3% 

Acute Diarrhea** 332 288 22 22 
93.4% 6.6% 
*Chronic diarrheas include irritable bowel syndrome, regional enteritis, diverticulitis and ulcera- 
tive colitis, postantibiotic enteritis, malabsorption syndrome, radiation proctitis, surgically 


short-circuited intestinal states. Diarrhea had persisted for more than a year in a large percent- 
age with bowel movement frequency averaging from 5 to more than 10 a day. In most patients, 
SORBOQUEL controlled the condition within 3 days, even where other agents had failed. 


**Acute diarrheas include nonspecific gastroenteritis, enteritis, enterocolitis. Control of the diar- 
rhea was achieved within 24 hours in most cases. 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


| 
Bee 
| 
| 
| 
| 
| 
| 
| 
| 
A-33 
= 


A-34 


Dual-action Sorboquel arrests diarrhea 
even where all other agents have failed 


The components in Sorboquel: the culmination of many years of development 


SoORBOQUEL Tablets combine two unique and hitherto unavailable antidiarrheal agents—poly- 
carbophil and thihexinol methylbromide. Acting together, through different but complementary 
mechanisms, these components in SoORBOQUEL absorb free fecal water and quell hypermotility 
and associated spasm to an exceptional degree. 


For too fluid feces, an extraordinary ability to absorb free fecal water 
(through the hydrosorptive action of new polycarbophil) 


a 


(a) (b) ce) . 
Dry State Swollen State Demonstration of the dependence of 
Demonstration of the Note the particulate nature swelling of polycarbophil on pH. 
particulate nature of of swollen polycarbophil. Impaction is (a) pH of stomach; (b) pH of 
dry polycarbophil. virtually impossible. duodenum; (c) pH of intestines. 


A newly synthesized macromolecular substance exhibiting extraordinary capacity for absorption 
and retention of free fecal water*"? # the colloidal suspension is free-flowing, since, in the swollen 
or hydrated state, the particulate structure is retained? = exerts marked hydrosorptive action 
only on reaching the alkaline medium of the small intestine and colon ® virtually free of impaction 
qualities = pharmacologically inert, not absorbed from the gut’” 


Convenient tablet form; simple, uncomplicated dosage schedule 


SORBOQUEL DOSAGE: For older children and adults, initial dosage of one SoRBOQUEL Tablet q.i.d. 
is usually adequate. Severe diarrheas may require six, or even eight, tablets in divided daily 
doses. (Dosages exceeding six tablets a day should not be employed over prolonged periods. ) 
Many patients can be maintained on one to three tablets daily after the diarrhea is brought 
under control. 

SIDE EFFECTS: The incidence of side effects at recommended dosage is negligible. (The usual 
precautions when using parasympatholytic agents should be observed. Complete information 
regarding the use of SORBOQUEL TABLETs is available on request. | 
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DUAL ACTION the first truly effective 


of diarrhea: too fluid feces, 
too frequent evacuations 
TABLETS 
For too frequent evacuations, superior, yet selective, antimotility action 
(through the parasympatholytic action of thihexinol methylbromide) 


90-minute film demonstrating 6-hour film after administration Inhibition of methacholine-induced 

hypermotility of gastrointestinal of thihexinol to patient showing spasm by thihexinol in isolated rabbit 

tract in patient. marked inhibition of gastro- intestine. Time of graph is 40 minutes. 
intestinal motility. (a) normal motility; (b) methacholine, 


40 mcg./L; (c) thihexinol, 10 mcg./ml. 


A new, superior parasympatholytic agent with a dominant inhibitory action on intestinal 
motor function’*’® # onset of intestinal motor inhibition has been shown to occur within 10-20 
minutes'* =does not interfere with gastric secretion or digestive processes ®unusually free from 
atropine-like side effects ® its enteral antimotility action permits polycarbophil to exert maximal 
water-binding effect 


SUPPLIED: SORBOQUEL TABLETS, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycar- 
bophil and 15 mg. thihexinol methylbromide. 


REFERENCES:1. Hock, C. W.: Med. Times 88:320 (March) 1960. 2. Winkelstein, A.: Personal communication. 3. Berkowitz, D.: 
in press. 4. Lind, H. E,: Personal communication. 5. Seneca, H.: in press. 6. Riese, J. A.: Personal communication. 7. Gilbert, 
A. S.; Schwartz, I. R., and Matzner, M. J.: Submitted for publication. 8. Personal communications to Medical Department, White 
Laboratories, Inc. 9. Pimparker, B. D.; Paustian, F. F.; Roth, J. L. A., and Bockus, H. L.: To be published. 10. Texter, E. C. 
Personal communication. 11. Clinical reports to Medical Department, White Laboratories, Inc. 12. Grossman, A. J.; Batterman, 
R.C., and Leifer,P J.Am. Geriat. Soc. 5:187( Feb.) 1957. 13. McHardy, G.; Browne, D.; McHardy, R.; Bodet, C., and Ward, S.: 
Am. J. Gastroenterol. 24:601 (Dec.) 1955. 14. Shay, H.: Personal communication. 15. Hirsh, H.: Personal communication. 16. 
Bercovitz, L. T.: J. Am. Geriat. Soc. 5:940 (Nov.) 1957. 


Wate WHITE LABORATORIES, INC., Kenilworth, New Jersey 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


3 
| 
| 
dual problem ae 
| 
i 
iz 
| 
(a) (b) 


(Prednisolone tertiary-butylacetate, 2.23 


for relief that lasts — longer 


Trigger fin 
Peritendinitis 


DOSAGE: the usual intra-articular, intra-bursal 


Anti-inflammatory wee or soft tissue dose ranges from 20 to 30 mg. 


(6 days—37.5 mg.) , depending on location and extent of pathology. 


effect lasts longer ad SUPPLIED: Suspension ‘HyDELTRA’-T.B.A. 20 


by any other 
Steroid ester 


mg./cc. of prednisolone fertiary-butylacetate, 


(8 days—20 mg.) = F in 5-cc. vials, 


(13.2 dayo—20 mg.) = MERCK SHARP & DOHME 
DIVISION OF MERCK & CO... INC. 
PHILADELPHIA 1, PA. 
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The Wm. S. Merrell Company 
announces the availability of 


(brand of triparanol) 


the first cholesterol-ldwering agent to 
inhibit the formation of excess 
cholesterol within the body, reducing both 
serum and tissue cholesterol levels. 


no demonstrable interference with other vital 
biochemical processes reported to date. 


convenient dosage: one capsule daily. 


toleration and absence of toxicity established 
by 2 years of clinical investigation. 


The following pages report the clinical 
findings of therapy with MER/29 among 
patients with hypercholesterolemia 

and conditions thought to be associated 
with it, such as 


coronary artery disease (angina pectoris, 
postmyocardial infarction) 


generalized atherosclerosis 
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THE FACTS ABOUT MER/29™ 


Fundamental differences between MER/29 and other 
cholesterol-lowering substances 


Cholesterol produced within the body—its 
biosynthesis—is about three times as great as 
that obtained from.dietary sources. Before 
MER/29, no method of modifying total body 
cholesterol production was known. Those measures 
used to lower cholesterol (unsaturated fatty 
acids or other dietary measures, vitamins, 

plant sterols, hormones, etc.) succeeded only 

in modifying exogenous sources of cholesterol 

or accelerating its metabolism. 


MER/29 is fundamentally different, since it 
inhibits cholesterol biosynthesis. Thus, MER/29 
offers for the first time a method of controlling 
total body cholesterol content. 


MER/29 reduces serum cholesterol in 89% 
of patients, with or without dietary restrictions. 
Radioisotope studies indicate reduction of 


tissue cholesterol as well.“ 


High cholesterol levels are generally considered 
those above 250 mg. %. Here is a tabular 

summary of preliminary data on MER/29 therapy in 463 
patients with hypercholesterolemia (over 250 mg. %). 


MEAN cHolesre ROL 
BeFORE meéR/24 
324 M4 To 


MEAN CHOLE STEROL 
AFTCR MER/29.. 2539. — FOR AN 


AVERAGE DECREASE 
200 250 500 350 OF Ti mg.% 


" SERUM CHOLESTEROL 


Clinical studies show that cholesterol reduction 
usually begins within two weeks. Maximum effect 

is achieved in five to eight weeks, and is 
maintained as long as therapy is continued. The 
studies of Hollander, Chobanian and Wilkins and those 
of Kountz found that cholesterol levels were lowered 
by MER/29 therapy irrespective of diet. 


Reduction of total body "miscible pool" of cholesterol 
has been confirmed by radioisotope studies. Hollander 
and Chobanian, for example, found that the apparent 
miscible pool of cholesterol was reduced from 184 Gn. 

in the control period to 100Gm. during MER/29 
administration. 


Studies in animals on MER/29 have shown the following tissue 
changes: erythrocyte cholesterol levels reduced 40%; 

plasma cholesterol reduced 62%; liver reduced 40%; 

skeletal muscle reduced 27%; lung reduced 35%; aorta 
reduced 21%. Significantly, brain and adipose tissue 
remained unaffected during the period of observation. 


MER/29 is well tolerated. In a recent analysis of 576 
individual case reports, 165 had been treated with MER/29 
for continuous periods in excess of a year. A number 

had received two to four times the daily recommended dose 
for as long as 16 months. Side effects were seldom 

seen, and the incidence of those reported (nausea, 
dermatitis)was too low for positive correlation with 
administration of the drug. 


In no case has there been clinical indication of toxic 
effects on the function of any vital organ or system. 
It should be noted that excretion of MER/29 or its 
metabolites may produce a false positive reaction for 
albuminuria. 
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THE FACTS ABOUT MER/29 


Clinical observations of MER/29 in 
atherosclerosis”: 7, 10, 12, 17-19, 21, 23-25, 28-34, 41 


The lowering of high cholesterol levels is regarded by 
many as a desirable clinical objective. Moreover, a 
substantial body of medical opinion implicates elevated 
cholesterol as a contributor to coronary artery disease 
and generalized atherosclerosis. Since MER/29 lowers 
total body cholesterol, can it modify atherosclerotic 
conditions? While the ultimate answer must await the 
results of long-term clinical experience, preliminary 
observations were reported at... 


The MER/29 Conference at Princeton 


To help find the answer, 18 leading research teams 

met to discuss the relationship of MER/29 to 

cholesterol metabolism and atherosclerosis. The con- 
ference, moderated by Dr. Irving S. Wright, and 
summarized by Dr. Konrad E. Bloch, Dr. Robert W. Wilkins, 
and Dr. Irvine H. Page, was held last December at 
Princeton, New Jersey. 


(The complete transcript of this conference is published 
as a supplement to the May, 1960, issue of Progress in 
Cardiovascular Diseases. ) 


Objective findings 


The team of Dr. William Hollander, Dr. Aram V. Chobanian, 
and Dr. Robert W. Wilkins at Massachusetts Memorial 
Hospitals, presented Fig. 1. It indicates 

a reversal of exercise-precipitated ECG abnormalities 

in a patient with angina pectoris during four months 

of MER/29 therapy. In all, they reported that three of 
nine patients showed reversal of exercise-induced ECG 
abnormalities after three months of MER/29 therapy. 


fig. 1 


therapy- placebo placebo MER/29 MER/29 MER/29 MER/29 
3 weeks 8 weeks 14 weeks 16 weeks 
rest exercise rest exercise rest exercise rest exercise rest exercise rest exercise 


ps a 320 308 236 185 190 184 


Dr. Philip Lisan of Dr. John H. Moyer's group at 
Hahnemann Hospital presented Fig. 2. It also indicates 
reversal of ECG abnormalities ina patient with 
angina pectoris. 
fig. 2 
before MER/29 after MER/29 before MER/29 after MER/29 
Ve 


lead AVR 


Dr. A. C. Corcoran of St. Vincent Charity Hospital, 
Cleveland, and Dr. Arthur Ruskin of University of Texas 
reported similar objective findings. All of these 
investigators noted that patients offered subjective 
evidence that they were experiencing a feeling of 
better health on MER/29 therapy, and that nitroglycerine 
dependence was diminishing. 


Negative data were presented by Dr. Henry I. Russek 
of Staten Island, N. Y. He reported a study of 
exercise-electrocardiographic tests in 14 selected 


lead V4 
lead 2 AVL lead 2 AVL V2 Vs V2 Vs a 
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THE FACTS ABOUT MER/29 


subjects on MER/29. None of these patients had shown 
more than transient improvement in exercise tolerance 
after 3 months of treatment. It should perhaps be noted 
that this group of angina pectoris patients were a 
select group, having complained of symptoms for long 
periods of time. 


Subjective findings 


Dr. Meyer H. Halperin of Lynn, Massachusetts, reported 
a series of 18 patients with angina pectoris. Nine of 
this group obtained unequivocal subjective relief of 
symptoms after various periods of therapy with MER/29. 
An analysis of the duration of symptomatology in these 
patients indicated that response occurred more 
frequently when the ischemic heart disease had been 
present for shorter periods. Specifically, those who 
responded had had the condition for an average of 2.9 
years, while the average time for those who did not 
respond was 5.2 years. 


This study suggests that improvement in angina pectoris, 
when it occurs, may best be expected in those patients 
in whom the symptoms have been present for shorter 
periods of time. Additional experience will be 
required to determine whether long-term therapy can 
reverse long-standing symptomatology. 


Dr. William B. Kountz of the Washington University 
School of Medicine, St. Louis, reported a group of 
79 patients with varying degrees of hypertension, 
angina pectoris, diabetes, atherosclerosis or 
myocardial infarction. "Clinical improvement was 
observed and was also reported to us by patients. 


In some instances the anginal pain improved very 
much,” 


Similar subjective findings were also reported by 


Dr. Corcoran, eight of whose nine patients noted a 
feeling of better health and increased exercise 
tolerance on MER/29. In three of these patients, 
nitroglycerine requirements were dramatically 
reduced. 


IN SUMMARY ... MER/29 does consistently lower total body 
cholesterol by inhibition of endogenous cholesterol 
formation. Some patients with coronary artery disease, 
while on MER/29, have experienced concurrent clinical 
benefits such as reduction in frequency and severity 

of anginal attacks, reduction in nitroglycerine 
dependence, reversal of ECG abnormalities both at rest 
and following exercise-tolerance-induced changes, and 
an improved sense of good health and well-being. 


The explanatien of these clinical benefits is 

as yet unknown; however, several hypotheses have 
been advanced. One group speculates that MER/29 
"may actually improve the adequacy of coronary 
circuldtion." Another investigator suggests that 
MER/29 exerts a vasodilating action, though 
pharmacologically MER/29 produces only transient 
vasodilating effects. Whatever the explanation, 
observation of these benefits among certain patients 
has awakened mounting interest in MER/29 as an 
important new agent in the management of patients 
with hypercholesterolemia and atherosclerosis. 


MER/29 may be given to your 

patients with hypercholesterolemia 

and conditions thought to be associated 
with elevated cholesterol levels, including 
coronary artery disease (angina pectoris 
and postmyocardial infarction), and 
generalized atherosclerosis. 
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The Wm. S. Merrell Company 
announces the availability of 


(brand of triparanol) 


eee the first cholesterol-lowering agent to 
inhibit the formation of excess 
cholesterol within the body, reducing both 
serum and tissue cholesterol levels. 


Indications: May be used for patients 
with hypercholesterolemia and condi- 
tions thought to be associated withab- 
normal cholesterol metabolism. These 
include: coronary artery disease 
(angina pectoris and postmyocardial 
infarction), generalized atheroscle- 
rosis. 


Caution: MER/29 is a new drug which 
inhibits cholesterol biosynthesis in 
the body. Since cholesterol plays an 
important role in the development of 
the fetus, the drug should not be ad- 
ministered during pregnancy. 


Hypercholesterolemia and its associ- 
ated conditions may require MER/29 
therapy over a long period. MER/29 has 
been shown to be entirely safe in the 
periods the drug has been studied, but 
long-term or lifetime effects are un- 
known. Periodic examination of pa- 
tients on long-term MER/29 therapy is 
therefore necessary. While clinical 
liver damage has not been encountered, 
periodic liver function tests may be 
desirable until more long-term safety 
data are available. 


Note: The specific site of action of 
MER/29 is now known to be between des- 
mosterol (reported to be the last pre- 
cursor inthe synthesis path) and 
cholesterol. Although greater than 
normal quantities of desmosterol can 
be qualitatively shown in the livers 
and blood of animals and the blood of 
human beings treated with MER/29, 
reduction of total sterols suggests 
little, if any, accumulation. The sig- 
nificance of the presence of this sub- 
stance is unknown and speculative. 


Compatible with other cardiovascular 
therapies: MER/29 is not to be consid- 
ered a substitute for measures ordi- 
narily employed to control anxiety, 
hypertension, obesity, and other con- 
ditions associated with cardiovascu- 
lar disorders. However, MER/29 is 
compatible with measures used in these 
disorders, including anticoagulants, 
nitroglycerine, and PETN. 


Dosage: One capsule daily, before 
breakfast. Each capsule contains 
250 mg. triparanol. 


Supplied: In bottles of 30 pearl gray 
capsules. 


References: 1. Biohm, T. R.; Kariya, T.; Laughlin, M. W., and Palopoli, F. P.: Fed, Proc. 18:369, 1959.2. MacKenzie, R.D.,and Blohm, 
T. R.: Fed. Proc. 18:417, 1959. 3. Van Maanen, E. F.; Blohm, T. R.; Kuhn, W. L.; Greslin, J. G.; Smith, J. K.; Lerner, L. J., and 


Holtkamp, D. E.: Fed. Proc. 18:454, 1959. 4. Oaks, W., and Lisan, P.: Fed. Proc. 18:428, 1959. 5. Hollander, W., and Chobanian, 
A.: Boston M. Quart. 10:37, 1959. 6. Blohm, T. R.; Kariya, T., and Laughlin, M. W.: Arch. Biochem. 85:250, 1959. 7. Oaks, W.; 
Lisan, P., and Moyer, J. H.: A.M.A. Arch. int. Med. 104:527, 1959. 8. Blohm, T. R., and MacKenzie, R. D.: Arch. Biochem. 85:245, 
1959. 9. Palopoli, F. P.: Proc., Conference on MER/29, Progr. Cardiovascular Dis. 2:489 (May) 1960. 10. Gould, R. G.: Ibid., p. 492. 
11. King, W.: Ibid., p. 504, 12, Frantz, |. D., Jr.; Mobberley, H. L., and Schroepfer, G. J., Jr.: Ibid., p. 511. 13. Blohm, T. R.; Kariya, 
T., and MacKenzie, R. D.: Ibid., p. 519. 14. Avigan, J., et al.: Ibid., p. 525. 15. Portman, O. W.; Mayer, J., and Hegsted, D. M.: Ibid., 
p. 531. 16. Bloch, K. E.: Ibid., p. 539. 17. Kountz, W. B.: Ibid., p. 541. 18. Toro, J.: Ibid., p. 544. 19. Ford, R. V.: Ibid., p. 548. 
20. McDevitt, E.: Ibid., p. 553. 21. Todd, M. E.: Ibid., p. 555. 22. Estes, J. E.: Ibid., p. 564. 23. Leckert, J. T., et al.: Ibid., p. 571. 
24. Corcoran, A. C.; Zimmerman, H. A., and Cuturelli, R.: Ibid., p. 576. 25. Russek, H. I.: Ibid., p. 578. 26. Steinberg, D., and 
Feigelson, E. B.: Ibid., p. 586. 27. Wilkins, R. W.: Ibid., p. 593. 28. Waddell, W. R.: Ibid., p. 597. 29. Rosenman, R. H., and 
Friedman, M.: Ibid., p. 605. 30. Oaks, W. W.: Ibid., p. 612. 31. Lisan, P.: Ibid., p. 618. 32. Ruskin, A., and Ruskin, B.: Ibid., p. 624. 
33. Halperin, M. H.: Ibid., p. 631. 34. Hollander, W.; Chobanian, A. V., and Wilkins, R. W.: Ibid., p. 637. 35. Page, |. H.: Ibid., 
p. 646. 36. Avigan, J., et al.: Fed. Proc. 19:239, 1960. 37. Schroepfer, G. J., Jr.: Fed. Proc. 19:240, 1960. 38. Kariya, T., and Blohm, 
T. R.: Fed. Proc, 19:14, 1960. 39. MacKenzie, R. D., and Blohm, T. R.: Fed. Proc. 19:14, 1960. 40. King, W. M., and Smith, J. K.: 
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THE WM. S. MERRELL COMPANY Cincinnati, Ohio + St. Thomas, Ont. 


PRINTED INU.S.A. 0-3418 Trademark: 


When the weekend 
do-it-yourselfer telephones 


“and this morning, 
Doctor. my back 
is so StIf and sore 


[can hardly move.” 


there is a way to early, 
dependable relief 
of his back distress 


POTENT— rapid relief in acute conditions 
sare — for prolonged use in chronic conditions 
EASY TO USE: usual adult dosage is one 350 mg. 


tablet 3 times daily and at bedtime (drowsiness 
may occur, usually at higher dosage) 


fe 


SUPPLIED: 350 mg., white, coated tablets, 
bottles of 50 


(carisoprodol Wallace) 


the pain goes \ii\v the muscle relaxes 


® 
Ww) WALLACE LABORATORIES, New Brunswick, New Jersey 
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Advance 
Convention 
Registration 


American Osteopathic Association 
64th Annual Convention 

Kansas City, Missouri 

July 18-22, 1960 


1960 Registration Rules 


Those who may register are: members of the Association, 
their children, and their adult guests who are not osteopathic 
physicians; osteopathic students: osteopathic students’ wives: 
commercial and scientific exhibitors. 

Osteopathic physicians who are not members of the Associa- 
tion but appear to be eligible for membership will pay a fee 
of $75.00 in addition to the $25.00 convention registration fee. 
Such doctors may thereupon apply for membership at the regis- 
tration desk, and their $75.00 fee will be applied to their annual 
dues. All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of the $75.00 
will be returned and the remainder retained as the registration 
fee charged nonmembers. 

Osteopathic physicians not eligible for membership in the 
Association may register for the Convention, but only upon the 
presentation of official, written evidence of current membershin 
in a divisional society of the Association. Such doctors must pay 
a fee of $25.00 in addition to the $25.00 convention registration 
fee. 


Summary of Instructions 


1. Complete Advance Registration Form. 


2. _— names of adult guests and juvenile guests (under 18 
years). 


3. Make check payable to: American Osteopathic Association. 
4. Mail Advance Registration Form and check to: 


American Osteopathic Association 
Bureau of Conventions 
212 East Ohio Street 
Chicago 11, Illinois 


GREATER KANSAS city AREA 


Fnillips, 
12th & 


& Baltimore 


Muehlebach, 
12th & Baltimore 


----4 


~ 
THEATRE 


Registration Fees 


Member of American Osteopathic Association ... $25.00 
*Members of AAOA House of Delegates . ...... $10.00 
(whose husbands are not in attendance) 
*Juvenile Guests (under 18 years) No Fee 
7Students, including Interns and Residents..... No Fee 
Nonmembers, but eligible .......... 
“plus ‘00 
co 
Activity Ticket 


(Registration is optional) 

SPECIAL OFFER—Those who preregister may 
obtain the $5.00 tickets to the Andrew Taylor 
Still Luncheon for $2.00. There are only 325 seats 
available. Preregister now. 

*Includes women’s tea but not the A.O.A. banquets. 


jIndividual tickets for entertainment events may be 
purchased, 


tSee Registration Rules on this page. 


Advance Registration Form 


(Street Address) 


Adult Guests 


Juvenile Guests 


This space for A.O.A. Central Office use, only: 


Amount Received 


Date Postmarked 


Date Received 


Please tear out and send in whole page. 
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Hotel 
Reservation 


Application 


64th Annual Convention 
American Osteopathic 
Association 

July 18-22, 1960 
Kansas City, Missouri 


Make Reservations Now! 


Important! 


Please read these instructions before 
filling out application form at the 
right: 


1. All reservations must be made 
directly to: 


A.O.A. Housing Bureau 
Convention and Visitors Bureau 
8rd Floor 
1030 Baltimore 
Kansas City 5, Missouri 


2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- 
pathic Association Central Office. 


3. Classifications of eligible appli- 
cants for hotel accommodations: 
member, officer, trustee, delegate, 
alternate, scientific or commercial 
exhibitor. 


4. Activities will take place at the 
Aladdin, Phillips, and Muehlebach ho- 
tels, and at the Municipal Auditorium. 


Hotel Rates 
Single Double Twins Suites 
Aladdin Hotel $ 4.50 $ 7.00 $10.00 $17.00 
1213 Wyandotte 8.50 10.50 12.00 30.00 
Hotel Muehlebach and 8.50 12.00 15.00 24.00 
Muehlebach Towers 20.00 23.00 28.00 and up 
12th & Baltimore 
Hotel Phillips 8.00 10.00 12.00 21.50 
12th & Baltimore 11.00 13.50 14.50 36.00 


Note: If a room at the rate requested is not available, a room at the next 
available rate will be assigned. 


A.O.A. Housing Bureau (Please print or type) 


Convention and Visitors Bureau 
8rd Floor 
1030 Baltimore 


Kansas City 5, Missouri Date of Application........................ 


Order of Hotel Preference: 


(1) (2) (3) 


(If the hotels of your choice are unable to accept your reservations. the A.O.A. 
Housing Bureau will make as good a reservation as poss‘ble elsewhere, providing 
all hotel rooms have not already been taken. You will receive confirmation from 
the hotel after April 15.) 


Accommodations: 
O Single occupancy; rate desired: $.................... per day 
C) Double occupancy; rate desired: $.................... per day 
(double bed) 
1 Double occupancy; rate desired: §.................... per day 
(twin beds) 
(0 One bedroom and parlor suite; rate desired: $................ per day 
O) Two bedroom and parlor suite; rate desired: $................ per day 
Date of arrival Hour. 
Date of departure Hour. 


Occupants: 


(The name of each hotel guest must be listed. Therefore, please include the 
names of both persons who will occupy each double room requested. Please do not 
make reservations for anyone without definite agreement with parties involved.) 
The name and address of each person for whom you are requesting reservations 
and who will occupy the room is: 


Applicant: 


Name 


(Street Address) (City) (Zone) (Siate 


Name of firm, if commercial exhibitor 


Promptness in completing this form will insure desired 
hotel accommodation. 


Please tear out and send in whole page. 
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1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Cholan DH’ 
Cholan V 
Cholan HMB 


hydrocholeretic — spasmolytic 


Sphincter 
Muscles in 
Normal 
Relaxation 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.id. after 
meals. Cholan HMB —dehydrocholic acid, Maltbie, 250 mg., 2.6 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Malti) Maltbie Laboratories Division * Wallace & Tiernan Inc. ¢ Belleville 9, N. J. 


PCN-81 
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IN ANXIETY: RELAXATION 
—RATHER THAN DROWSINESS—WITH 


STELAZINE 


brand of trifluoperazine 


fStelazine’ has little if any soporific effect. 


in one clinical study, patients on ‘Stelazine’ who had 
to drive automobiles 100 miles or more commented 
that ‘Stelazine’ ¢¢ ...did not impair their coordina- 
tion, attention or judgment, or make it difficult to stay 
awake.9 9! 


A number of other patients who reported drowsiness 
as a side effect with ‘Stelazine’ nevertheless mentioned 
that ¢¢they did not fall asleep when they lay down for 
a daytime nap. It is quite possible that, in some in- 
stances, ‘drowsiness’ was confused with unfamiliar feel- 
ings of relaxation.99' 


‘Stelazine’ is outstanding among tranquilizers because it 
relieves anxiety whether expressed as agitation and ten- 
sion or as apathy, listlessness and emotional fatigue. 


AVAILABLE: For use in everyday practice: 1 mg. tablets, in bottles 
of 50 and 500; and 2 mg. tablets, in bottles of 50. N.B.: For informa- 
tion on dosage, side effects, cautions and contraindications, see avail- 
able comprehensive literature, PDR, or your S.K.F. representative. 


1, Goddard, E.S.: in Trifluoperazine: Further Clinical and Laboratory Studies, 
Philadelphia, Lea & Febiger, 1959, pp. 21-27. 
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y!) for hot weather ears 


the FURACIN forecast: 
immediate relief, y 
rapid clearing wv 


Furacin Ear Solution provides rapid bactericidal action 
against most of the organisms encountered in otitis externa 
and media.’:* It acts quickly to lessen pain, itching, malodor 
and drainage—even in patients who had previously been 
refractory to other agents.* 

Intended for topical application only, Furactn obviates com- 
plications which may result from the local administration of 
agents widely used for systemic therapy.* 


FURACIN EAR SOLUTION 


BRAND OF NITROFURAZONE 


broadly bactericidal — even in tissue exudates / negligible 
bacterial resistance / nonirritating / slightly viscid — does 
not evaporate / water-soluble — facilitates cleansing / 
odorless and nonstaining / anhydrous 


Formula: Furacin 0.2% in hygroscopic, water-soluble, anhydrous polyethylene 
glycol. Supply: Dropper bottle of 15 ce. 


References: 1. Alonso, M.: Bol. As. Med. Puerto Rico 50:105, 1958. 2. Benton, 
C. D., Jr.: South. M. J. 48:546, 1955. 3. Peele, J. C.: Laryngoscope 63:488, 1953. 
4. Leopold, I. H.: J. M. Soc. N. Jersey, 53:213, 1956. 


THE NITROFURANS—a unique class of antimicrobials .. . 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. 
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INCREASED 
LIFE EXPECTANCY 


FOR 
HYPERTENSIVES 


“Life expectancy seems to be the one criterion that is most reliable and least 
questioned as a method of evaluating treatment for patients with elevated blood 
pressure.""! “It is evident that effective therapy of hypertension will prolong the life 
of the patient by preventing the dreaded complications of this disease in the 

brain, the heart and the kidneys ." ‘‘ There is no doubt of the prolongation of life 

in group 3 and 4 (Keith-Wagener-Barker) by adequate antihypertensive treatment. 
Some authorities report a 50 per cent, five year survival ratio for treated patients with 
malignant hypertension as against a 1 per cent survival ratio for untreated patients.”2 


Evaluation based on life expectancy is extremely difficult because of the peril of 
maintaining an untreated control group.! The doctor, however, can evaluate the 
symptoms related to the elevated blood pressure. ... We know that retinopathy 
may improve, the heart may be reduced in size, the electrocardiogram may 
improve and in favorable cases the blood urea nitrogen level may fall.2 These are 
reasonably objective criteria on which to base one’s evaluation of treatment.! 


On the succeeding page is evidence that Unitensen included in any therapeutic 
regimen may improve the results in hypertension as measured 

by a regression of objective clinical changes in a substantial proportion 

of the patients treated. 


1. Currens, J. H.: New England J. Med. 267 :1062, 1959, 

2, Waldman, S., and Pelner, L.: Am. Pract. & Digest. Treat. 10:1139, 1959, 
3. Cohen, B. M.: paper presented at A.M.A. Convention, June, 1958, 

4, Cohen, B. M.: paper presented at Indiana Acad. G. P., March, 1959, 

5. Cohen, B. M.: Am. J. Cardiology 1:748, 1958, 

6. Kirkendall, W. J.: J. lowa M. Soc. 47:300, 1957, 

7. Cherny, W. B., et a/.: Obst. & Gynec. 9:515, 1957. 

8. Raber, P. A..: Illinois M. J. 108:171, 1955. 

9. McCall, M. L., et a/.: Obst. & Gynec. 6:297, 1955, 

10. Finnerty, F. A.: Am. J. Med, 17:629, 1954. 


Unlike diuretics or ganglionic blocking agents, Unitensen lowers blood pressure through wide- 
spread vasorelaxation. Normal vasomotor responses are not altered, and there is no venous 
pooling with resulting postural hypotension.+5 Through alleviation of cerebral vasospasm, 
Unitensen promotes cerebral blood flow and oxygen utilization.&9 Furthermore, Unitensen 
increases cardiac efficiency, improves renal function and tends to arrest the progress of 


vascular damage.®:4, 10 


Progress of Objective and Subjective Symptoms in Grades III and IV Hypertension 
Following Treatment with Unitensen and Unitensen-R 


Observations in Patients* Treated up to 2 Years 


Observations in Patients* Treated up to 3% Years 


The Course of Subjective Symptoms 


Symptom | Number** | Improved] % Improved Number** Improved % Improved 
Headache 27 21 Tid 43 38 88.0 
Palpitation 20 13 65.0 29 19 65.5 
Angina 15 9 60.0 21 16 76.0 
Dyspnea 17 8 47.0 27 14 51.0 

Objective Changes Following Treatment 
Finding | Number** | Improved| % Improved Number** Improved % Improved 

Funduscopig 
Changes 41 24 58.5 59 38 66.0 
Enlarged 
Heart 20 13 65.0 35 23 65.7 
Abnormal ECG 37 10 27.0 45 25 55.5 
Proteinuria 31 12 38.7 43 27 62.7 
Nitrogen 
Retention 17 6 35.2 28 10 35.7 


Left hand charts from Clinical Exhibit “The Ambulatory Patient 
with Hypertension” presented AMA Convention, San Francisco, 
June 22-27, 1958, by B. M. Cohen, M.D. 


*All patients in this study were initially classified as Smithwick 
Grades Ill and IV. 

**Expressed as the number of patients exhibiting the symptom 
recorded. 


UNITENSEN 


Each tablet contains: Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-PHEN 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Phenobarbital 15 mg. 


UNITENSEN-R’ 


Right hand charts include patients previously reported who had 
been continuously maintained on Unitensen and Unitensen-R, 
plus additional patients later added to the study. From Clinical 
Exhibit “The Office Diagnosis and Treatment of the Patient with 
Hypertension” presented American Academy of General Prac- 
tice, Indianapolis, March 18-19, 1959, by B. M. Cohen, M.D. 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Reserpine 0.1 mg. 


UNITENSEN AQUEOUS 


Each cc. contains: 2.0 mg. cryptenamine (acetates) in isotonic saline 


new from Neisler 

Analexin® 

a new class of drug 

for the relief of pain and muscle tension 
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| Meiaber | IRWIN, NEISLER & CO. 
Decatur, Illinois 
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brand of meclizine Se hydrochloride 


for morning sickness onine 


DOSAGE: 

One or two tablets 

give 24 hour protection. 
Administer at bedtime to 
prevent “next morning” 
sickness. 


Trademark 


4 SS 
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basic 
by every 
standard 


"Also, there are fewer therapeutic failures when patients 
are treated with ...[BONINE] than with the other drugs.’”” 
"t.,.[BONINE] is highly effective in relieving the nausea 
/ and vomiting of pregnancy, providing also the advantage of 
prolonged action. Thus, patients need not anticipate med- 
ication in the early morning hours when nausea is at its 
worst,’’2 


effectiveness 


f ",,. [BONINE] is a drug which is safe and nontoxic to both 
sa ety / the mother and fetus and which is attended by a minimum 
of undesirable side effects.’’3 


"The incidence of side effects is very low and this agent 
va exhibits less sedation and somnolence within therapeutic 
ranges than any of the effective antiemetic agents.” 


toleration 


"Side effects were conspicuous by their rarity.’’? 


“The most striking advantage of...[BONINE] was that the 
administration of an effective dose only once daily, at bed- 
p time, gave 24 hour protection, thus obviating the incon- 
convenience ~ venience and distress of repeating doses during the day.’ 
"... [BONINE] is especially effective and has the advan- 

tages of a long duration of action (up to 24 hours) anda 

minimum of untoward side reactions.’’! 


A single low-dosage drug providing therapeutic benefit at 

reasonable cost...contains no unnecessary added ingre- 
economy ‘a dients that increase cost...requires no extended-action 
tablet structure for prolonged effect. 


documented and is supported by six years of successful 
clinical use.'-"® 


only rarely does one drug meet so 
well the needs of one condition 


REFERENCES: 1. Moyer, J. H.: M. Clin. North America, Mar., 1957, p. 405. 2. Lebherz, T. B., 
and Harris, J. H.: Obst. & Gynec. 6:606, 1955. 3. Mulherin, C. McL., and Bryans, C. I., Jr.: 
J. M.A. Georgia 45:46, 1956. 4. Bass, R. F.: Mississippi Doctor 32:176, 1954. 5. Seidner, H. M.: 
Ulinois M. J. 109:20, 1956. 6. Charles, C. M.: Geriatrics 11:110, 1956. 7. Weil, L. L.: J. Florida 
Acad. Gen. Practice 4:9, No. 3, 1954. 8. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 
9. Semmens, J. P.: Obst. & Gynec. 9:586, 1957. 10. Conner, P. K., Jr., and Moyer, J. H.: GP 
14:124, No. 5, 1956. 11. Daeschner, C. W., et al.: South. M. J. 49:1465, 1956. 12. Report of study 
by Army, Navy, Air Force Motion Sickness Team: J.A.M.A. 160:755, 1956. 13. Kean, B. H.: 
GP 20:112, No. 6, 1959. 14. Seppanen, A.: Geriatrics 14:457, 1959. 15. Hardman, E. F.: North 
Carolina M. J. 20:298, 1959. 16. Master, A. M.; New York J. Med. 58:2712, 1958. 
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/ The value of BONINE as an antinauseant has been well 


experience 


SUPPLIED 

BONINE Tablets, scored, 25 mg. 

BONINE Chewing Tablets, mint-flavored, 25 mg. 
BONINE Elixir, cherry-flavored, equlv. 12.5 mg./5 cc. : 


Professional Information Available on Request 


PFIZER LABORATORIES Division; Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. Science for the world's well-being™ 
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Only Yesterday 

This was medicine. Scrub-up in the kitchen, delivery in the 
bedroom. Thirty years ago it was all recorded in this film, # 
a pioneering effort by Wyeth and its people. It helped ii 
teach over a generation of doctors, and though no longer it - 


usable, it’s still requested. 


Requested more frequently, however, are the many : 
modern, informative films in the ever-expanding Wyeth 4 
Film Library. Medical and visual arts specialists plan and 

execute Wyeth films, which are designed to help you and 


your associates. They include teaching films, such as 7 
Disorders of the Heart Beat; and films that describe the & 4 % 
use of new therapeutic agents, A New Anti-Anxiety Factor | «+ 

is one of many. 4 


Illustrated take-home booklets with summaries are 


available for many Wyeth films. Wyeth Films-on-loan are ’ 

shipped to all parts of the world to serve medical schools, >}. ‘3 pm 4. 
hospitals and allied medical groups. Requests for films 
described in the folder, Medical Motion Pictures 1960, 

are filled promptly and without charge. Your inquiries ie 4 


are invited. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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the battle won 
in the factory... 
is often lost 


in the colon 


Aircraft worker, 35, with cramping pain of three weeks’ duration in lower bowel. 
Moderately severe diarrhea, tension and spasm complicated the picture. 


Diagnosis: mucous colitis. 


Patient was put on a regimen of one ‘Combid’ Spansule capsule b.i.d. and a low residue 
diet was prescribed. Five days later patient was completely free from symptoms and has 
SMITH remained so. No side effects were reported. 


KLINE<* The patient’s physician commented that this case “‘proves the value [of ‘Combid’] in 
FRENCH lower g.i. as well as upper g.i. distress.” 


® 


Spansule’ 


brand of fa a brand of sustained release capsules 
prochlorperazine 
and isopropamide 


Smith Kline & French Laboratories, Philadelphia 


= Des: 
1 
j 
A-60 


“Confidence” is a word of great importance in the healing 
arts, as every doctor well knows. Both the doctor's con- 
fidence in his own ability and the patient’s confidence in 
the doctor are essential to the physician’s effectiveness. 


ze One of the best tools for building confidence is under- 

oe standing. The patient who understands the training which 

ee AND his osteopathic doctor has received and who is familiar with 

BUSINESS the standards of practice and hospital care which the osteo- 

LSSOCIATES pathic profession maintains will have confidence in the 
ON health care which he receives. 


HEALTH magazine, published by the American 
MONTH-TO-MONTH Osteopathic Association, is an excellent vehicle for pro- 
— (CONTR ACT viding this understanding. HEALTH is written for the 
2 layman and provides him with the information he seeks 
about disease, modern health care techniques and new 

scientific developments. 


HEALTH explains the essential facts about the osteo- 
pathic profession—its colleges, hospitals, specialties and 
research programs. HEALTH is a friendly, informative 


and accurate link between the osteopathic profession and 
the interested layman. 


Cost for each copy, including envelope, is 10c. 
Forward your list of recipients. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 EAST OHIO STREET 
CHICAGO 11, ILLINOIS 
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Raudixin-the cornerstone of antihypertensive therapy- 
helps relieve the pressures in your patients-helps 
relieve the pressures on your patients / 50 ana 100 mg. tablets 
whole root rauwolfia for exceptional patient response 


Squibb Quality—the Priceless Ingredient 


Squibb Whole Root Rauwoifia Serpentina/‘rauoixin’® 1S A SQUIBB TRADEMARK 
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for the “sedentary”’ overeater... 


A ‘STRASIONIC’ RELEASE ANORETIC 


BIPHETAMINE ‘20’ 
(20 mg.) 


BIPHETAMINE 


(12.5 mg.) 


BIPHETAMINE 


(7.5 mg.) 


Each capsule of each strength contains equal 
parts of d-amphetamine and di-amphetamine 
as cation exchange resin complexes of 
sulfonated polystyrene. 


Single Capsule Daily 
Dose 10 to 14 hours 
before retiring 


PREDICTABLE 
WEIGHT LO 


for the “active” overeater... 


IONAMIN 


A 'STRASIONIC’ ANORETIC RESIN 


IONAMIN ‘30’ IONAMIN ‘15’ 


(30 mg.) (15 mg.) 


Each capsule of éach strength contains 
phenyl-fert.-butylamine as a cation exchange 
resin complex of sulfonated polystyrene. 


Single Capsule Daily Dose 
70 to 14 hours before retiring 


STRASENBURGH 
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me squeeze of modern diuretics 
Megtes excess fluids — but loss 
P of potassium is unavoidable 


It must be replaced. 


READILY elixir 
ABSORBED (Potassium Gluconate, W-T) 


REMARKABLY 


ful of KAON Elixir twice daily (30 ce. 


supplies the approximate normal daily potassium 
e requirement (40.0 mEq.) — is approximately equal to 


EXTREMELY the elemental potassium in one fourth gallon of orange 
PALATABLE juice. One teaspoonful (5 cc) approximately equals 
the potassium in 0.5 Gm. of potassium chloride. 
AVOIDS 
UNCERTAINTIES OF 
WITH ADRENAL CORTICOID THERAPY, 

DANGERS OF KAON IS USEFUL IN PREVENTING 

INTRAVENOUS 

POTASSIUM DEPLETION. 


References: py Kolff, “Acute Renal Failure: Causes 
a 


Treatment,” The Medical Clinics of 
North America, 30:1052 (July 1955). 


Peter Forsham, “Symposium on Adrenal 
WARREN-TEED Therapy,” Metabolism, 7:19 (Jan. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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® 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic + economical 


. 


“We have found caffeine, used in combination with acetylsalicylic acid, 
acetophenetidin, and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 
effective medicaments for the symptomatic treatment of headache due to tension.” 
Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Fiorinal Tablets — Each tablet contains: Sandoptal (Allylbarbituric Acid N.F. X) 50 mg. (% gr.), 
caffeine 40 mg. (% gr.), acetylsalicylic acid 200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 
Dosage: 1 or 2 tablets every 4 hours, according to need, up to 6 per day. SANDOZ 
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a 
three-year 
case 
history” 


6/91/56 


2/9/56 


8/29/56 


11/5/56 


12/7/56 


5/10/57 
; 6/12/57 


10/2/57 


11/29/57 


214/58 
 §/5/58 


6716/58 


: 10/20/58 
: 11/24/58 
: 2/18/59 
4/9759 


6/5/56 


na (omments 


Mr, J. S.. 54 yrs. old, diabetes mellitus 1% yrs. 

F. H.—neg. for diabetes, P. H.—surg. 0, med. 0, 
Restaurant manager—M., 3 children living and well. 
Wt. 155. 1b. yr. ago: now 125, 

P. L.-onset | yrs. ago with thirst and polyuria; 
glycosuria found. On diet. In past year lose 30 tb., 
strict diet~all kinds of dietetic substitutes. 

Some asthenia. Afraid of insulin, No recent 
glycosuria or nocturia. P. Exam.<thim male. 
Fundi neg. ENT neg. BP 140/86. 

Heart and lungs neg. Extremities; poor pulses. 
Urine—sugar 0, acetone 0, Noon bloed sugar 240. 


Rx more adequate diet and Orinase 3 Gm. 


We. 127, urine 0-0. B.S. 110, occ. nocturia but 
no glycosuria. Rx: eat more, Orinase 2 Gm. 


Wt. 139%, urine 0-0-0. B. $, 205, Rx 1.5 Gm. 
We. 143, urine 0-0-0. B.S. 125. Rx 1 Gm. 

Wt. 148, urine 4+ -0-0, noon B.S. 160. Rx 2 Gm. 
Wt. 146, urine 0-0-0, noon B.S, 120. Rx 1 Gm. ; 
Wt. 144%, urine 0-0-0, noon. B. $. 150. Rx | Gm. 
We. 144%, urine 0-0, noon B, S$. 126: Rx 1 Gm. 
Wt. 1404, urine 4+ -0-0, B.S. 275. Rx 3 Gm. 
Wt. 138%, urine 0-0-0, noon’B. §. 114. Rx 2 Gm. 
Wt. 136%, urine 0-0-0. B. S. 100, Rx Gm. 

We. 136%, urine 0-0-0. B. §. 85. Rx 1 Gm. 

Wt. 136%, urine 0-0-0. B. S. 123, Rx 1 Gm. 

We. 134%, urine 4+ -0-0. B.S. 216. Rx $ Gm. 
Wt. 132, urine 0-0-0, B. $. 135. Rx 3 Gm. 

Wt. 136%, urine 0-0-0, noon B.§. 93-Rx 2 Gm. 
We. 138, urine-0-0-0. B.S Bx 

We. 137, urine 0-0-0. B.S. 93. Rx 1 Gm. 

Wt. 133, urtne 0-0-0, noon BrS: 199. Rx 0.5 Gm. 
Wt. 134, urine 3+ -0-0. B.S, 220-Rx 1 Gm. 

Wt. 131%, urine trace -0-0, 251. Rx Gm. 


Wt. 134, urine 0-0-0, B.S. 120. Rx i Gm. 


. 137%, urine 0-0-0. B.S. normal Rx | Gm. 


. 138, urine 0-0-0, B.S. normal. Rx 1 Gm. 
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insulin} 


Microphotograph showing Degranulation following Regeneration of granules 
insulin granules in beta cells administration of Orinase. following termination 
of pancreas of normal dog. Note complete release of Orinase dosage. 


of native insulin. 


Adjust Orinase dosage to make available the amount of native insulin needed by the diabetic patient. 
This may be done freely because Orinase has virtually no “ceiling” imposed on dosage by toxicity or 
untoward effects. 

In a series of 187 diabetic patients successfully managed on Orinase (tolbutamide) during a 
period of 6 to 30 months, the reported! distribution of daily doses was as follows: 1 gram, 17%; 1.5 
grams, 22%; 2 grams, 40%; 3 grams, 21%. 

Similarly, in three years’ clinical experience with a population of approximately 3,000 diabetics 
on Orinase, it has been observed that about one-third of the patients at any one time require and 
receive dosages of 2 to 3 grams a day for successful management.” 

To obtain optimum control, and avoid needless “secondary failures’”—give sufficient Orinase 
to meet varying requirements from patient to patient or in a given patient from time to time. 


1. Gorman, C. K., and 
Weaver, J. A.: Brit. M. J. 
2:1214 (Dec. 5) 1959. 

2. Case data courtesy 
Henry Dolger, M.D. 


* TRADEMARK, REG. U. S. PAT. OFF.— TOLBUTAMIDE, UPJOHN 


KALAMAZOO, MICHIGAN 
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more comprehensive 


control 


HEAD: temporomandibular 
muscle spasm-® NErck: acute 
torticollis, osteoarthritis of cer- 
vical spine with spasm of cervical 
muscles, whiplash injury e TRUNK AND CHEST: costochondritis, intercostal myositis, xiphodynia e Back: 
acute and chronic lumbar strains and sprains, acute low back pain (unspecified), acute lumbar arthritis 
and traumatic injury, compression fracture, herniated intervertebral disc, post-disc syndrome, strained 
muscle(s) ¢ Exrremiries: acute hip injury with muscle spasm, ankle sprain, arthritis (as of foot or knee), 
blow to shin followed by muscle spasm, bursitis, spasm or strain of muscle or muscle group, old fracture 
with recurrent spasm, Pellegrini-Stieda disease, tenosynovitis with associated pain and spasmi. 


due 


associated 


a new muscle relaxant-analee 


Many conditions, painful in themselves, often give rise to spasm of skeletal muscles. 
ROBAXISAL, the new dual-acting muscle relaxant-analgesic, treats both the pain and 
the spasm with marked success: In clinical studies on 311 patients, 12 investigators’ 
reported satisfactory results in 86.5%. Each ROBAXISAL Tablet contains: 


e A relaxant component —- Robaxin* — widely recognized for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects... 3... 400 mg. 
* Methocarbamol Robins. U.S. Pat. No“ 2770649. 


e An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 


and which has added value as an anti-inflammatory and anti-rheumatic agent. ... {5 gr.) 325 mg, 
INDICATIONS: Rosaxisat. is indicated when analgesic as SUPPLY: Rosaxisat Tablets (pink-and-white, laminated) 
well as relaxant action is desired in the treatment of skeletal in bottles of 100 and $00. 
muscle spasm and severe concurrent pain. Typical condi- 
tions are disorders of the back, whiplash and other trau- Also available: Ropaxtw Injectable, 1.0 Gmyin 10-cc. am- 
matic injuries, myositis, and pain and spasm associated with pul. — Tablets, 0.5 Gm. (white, scored) in bottles of 
arthritis, 50 and 500. 


1Clinical reports ia Giles of A. H. Robins Co., Inc., from: J. A Madison, Wisc., B. Billow, New York, N. Y., B. Decker. Richmond 
C. Freeman, Ga., R. B. Gordon, New N. Y., J. E. Holmblad, Scheneceady, N. Y., L. Levy, New York, N. Y¥., LoBue, 
. Nachman, Richmond, Va., Los Angeles, Cal., E. Rogers, Brooklyn, Pairfield, In. 
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in psychophysiologic disorders 


Compazine’ relieves emotional stress 


brand of prochlorperazine 


in tension headache 


‘Compazine’ promptly relieves the tension and 
the pain in most patients. And “‘Compazine’ 
therapy is remarkably free from drowsiness 
and depressing effects. Thus, there is little like- 
lihood of patients losing time from work. 


For convenient daylong (or nightlong) effect 
with a single oral dose, prescribe ‘Compazine’ 
Spansule capsules. 


in premenstrual tension 


‘Compazine’ combats feelings of nervousness 
and fatigue and helps restore emotional sta- 
bility. By controlling the irritability that often 
exacerbates somatic discomfort, “‘Compazine’ 
treatment often leads promptly to cheerful, 
outgoing behavior. 


i 


SMITH 
Side effects are infrequent, usually mild and transitory: “Compazine’ is remarkably free from drowsiness and depressing effect. KLINES 


Available: Tablets, Spansule® sustained release capsules, Ampuls, Multiple-dose Vials, Syrup and Suppositories. FRENCH 


| | allays somatic symptoms 


in cardiac patients in the menopause 
oss ‘Compazine’ reduces the impact of emotional ‘Compazine’ relieves anxiety, tension and re- 
a~ stress—telieves fear and apprehension. Also, lated depression. Your patient may “feel like 
en many “heart worriers’” on “Compazine’ are her old self,” eat better and sleep better, and 
ie" protected against the emotional stress that may regain a normal level of interests and activities. 
i, exacerbate cardiac pains or palpitations; and, Furthermore, in many cases the requirement 
with emotional tension dispelled, hypertensive for hormone therapy may be reduced. 


patients often showa lowering of blood pressure. 
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When you first see that patient, Doctor... 


“‘A patient may be successfully treated for a disease 
... yet continue to exhibit a vague sign or symptom 
caused by an undiagnosed nutritional deficiency. 
Unless it is corrected, the patient may remain 
chronically ill, even though the underlying 
disease has been brought under control.” 


WOHL , Modern Nutrition in Health & Disease, by Wohl & Goodhart. 


The importance of nutrition to the recovery of the patient 
and the speed of convalescence i 
has been pointed up by recent studies.” 


JOLLIFFE, Clinical Nutrition, Tisdall & Cannon. 


. .. nutritional failure may be associated with almost any disease . . . 


“The capacity of tissues for repair is strongly influenced 
by the nutritional state of the body.” 


POLLACK AND HALPERN, Heinz Nutritional Data 


s5a8 if emem ber There’s a person connected to that condition. So, before a 


specific treatment — before a specific formula, consider the first requirement of the whole 
patient ... the necessity of guaranteeing overall nutritional integrity . . . the first step in 
any and every therapy. * VM. No. 2BG+, the first product by choice for over two decades 
— because of proven effectiveness, is the most complete multi-vitamin B-complex product 
available today. 


VM. 2BG + as a basic supplement is indicated as 


nutritional support in the treatment of anorexia, atony, digestive 
disturbances, dyspepsia, fatigue, fatty degeneration, weight loss, back- 
ache, constipation, dermatitis, edema, insomnia, nervousness 
and general nutritional depletion. 


For two decades the broad therapeutic nutritional base of choice. Bottle of 75 tablets.......... $4.00 
Bottle of 250 tablets......$12.00 


MITAMINE: RALS INC. 


GLENDALE 1 CALIFORNIA 
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preventable tragedy: 
permanent pitting and scarring in acne 


in acne vulgaris: (Zi \, 


for effective control of the pyogenic organisms 
often responsible for permanent pitted and hypertrophic scars’ 


Supply: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline 
HCI activity. Bottles of 16 and 100. Capsules—100 
® mg.—bottles of 25 and 100. Information on conven- 
eC re xX ient dosage schedule available on request. 
1. Rein, C. R., and Fleischmajer, R.: The effica f tetra- 


sin scalamaaaad . Antibiotic Med. & Clin. Ther. 4:422 (July) 1957. 
The Original Tetracycline Phosphate Complex Wuly) 


broad spectrum efficacy with unmatched record of safety and tolerance a 
(ouistouy BRISTOL LABORATORIES 
= SYRACUSE, NEW YORK 
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the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 


Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & solution Dese QX 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-O1 
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Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


tiny doses 
mean 
smoother 
steroid 


therapy* 


(*So smooth and protracted that even among rheumatoid arthritis 
patients “morning stiffness in a great majority of these patients just doesn’t 
exist any more. They wake up comfortable.”—Iuppa, N. V.: In press.) 
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Medules 


therapeutic 


Supplied: 


control lasts 
longer... 


Plasma hydroxycorticosteroid 
levels in an 

addisonian patient 

following administration 

of Medrol Medules 


12 


11 


Plasma 17 hydroxycorticosteroid in mcg./100 ml. 


Time 8 9 101112 1234567 8 9101112 12345678 
A am. p.m. A a.m. 
oral dose 8 mg. 8 mg. 


Trademark, Reg. U.S. Pat. Off.—methylprednisolone, Upjohn 
**Trademark 
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because 
pH-patterned 
slow release 


NOT HERE AT pH 1.2 


In the relatively acid medium 

of the fasting stomach, Medules 

are kept essentially intact by 

their special pH-sensitive 

coating (only 2%, of Medrol content 


released in 2 hours at pH 1.2). 


BUT HERE AT pH 7.5 


In the environment of the 
duodenum (at pH of approx- 
imately 7.5) 98% of the Medrol 
content is released within 4 hours. 


...means 
eradual 
steroid 
absorption 


: 

but spares the pe tient 


OPEN LETTER 
Obesity products: their 


How much is a drug really worth in obesity ? 

In all honesty, the two most important factors in treating the obese 
patient are your influence in the doctor-patient relationship and 
the diet itself. Still, some patients require concomitant drug 
therapy to help them stick to your prescribed dieting regimen. 


Since many of these patients must be given the medication for 
extended periods of time, drug cost can be very important and 
may affect their attitude and reactions to the treatment. 

So, the essential criteria for an ideal anorexigenic compound are 


when will power. 
is not enough 


doubles the power 
to resist food 


1. controls the appetite—d-amphetamine phos- 
phate curbs the appetite, elevates the mood, in- 
creases the willingness to endure restricted diets, 
and has a prolonged duration of action when 
combined with Nicel. 


2. suppresses bulk hunger — Nicel* supplements 
the reduced bulk intake and gives a sense of 


fullness. 

Each Obocell tablet contains: 
d-amphetamine phosphate (dibasic)......... 5 mg. 


*a special high viscosity methylcellulose 


AN 

A 


PHYSICIANS 


effectiveness and cost 


not only effectiveness in curbing appetite and safety but also 
economy. And, d-amphetamine administered under a physician’s 
supervision is still a drug of choice that satisfies all these criteria. 
It curbs the appetite and also does what some anorexigenic com- 
pounds do not do—elevates the mood and makes the patient more 
willing to stick to your prescribed dieting regimen. 


To satisfy all three criteria—effectiveness, safety and economy— 
think of Obocell and Obocell-TF, the economy prescriptions in 
obesity. These products are described below. 


to alleviate the problems 
of a restricted diet 


(tension formula) 


contains an 
antidisturbant, methapyrilene 


e provides a controlled lift in the mood of the patient 


e calms anxious or tense individuals or those sensi- 
tive to sympathomimetic drugs 


e controls the appetite 
e suppresses bulk hunger 


Each Obocell-TF tablet contains: 


d-amphetamine phosphate (dibasic)......... 5 mg. 


Dosage: 1 or 2 tablets before each meal with a full 
glass of water. A tablet may be given in the evening to 
combat the ‘‘night-eating syndrome.” 
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for the patient 
acute failure 


BRAND OF MERALLURIDE SODIUM 


may lifesaving 


Its rapid action in relieving tissue inundation makes MERCUHYDRIN the choice of many 
physicians for initial immediate relief of the “drowning” heart. Experience has shown 
that, in many instances, only an injectable organomercurial can adequately meet such 
an emergency. After the patient comes out of failure, it is often desirable to administer 
MERCUHYDRIN periodically together with an oral diuretic. 


and for these patients — rapid, reliable control of edema 


m the patient with impaired intestinal absorption @ the patient with inadequate 
response to oral diuretics = the decompensated patient with gout w the digitalized 
cardiac who is losing too much K &@ the patient on “delayed onset” spirolactones 


Formulation: There are 39 mg. of mer- Supplied: MERCUHYDRIN—I cc. ampuls, 
cury as the organic molecule meralluride boxes of 12, 25 and 100; 2 cc. ampuls, 
and 48 mg. of theophylline in each cc. boxes of 12, 25 and 100; 10 cc. vials, 
of MERCUHYDRIN Injection. boxes of 6, 25 and 100. 
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KENNETH A. SCOTT, A.B., D.O., Providence, 
Rhode Island 


The custom for this College has been for the Presi- 
dent to present his annual report at this time. He is 
expected to “point with pride” to the accomplish- 
ments of the year and to “view with alarm” the sev- 
erai and varied problems that confront the College 
and specialty. With the advice and consent of the 
program chairman, I propose to digress from this 
form of report. The minutes of the College will pre- 
sent the accomplishments of your Board of Trustees 
and committees in far more detail than I could do 
here. Instead, I propose to present one facet of the 
problems that have faced our specialty in the past— 
one in which we are working earnestly at the present 
time—one that will demand our keenest introspec- 
tion and deliberation in the future. I refer to the 
training of an obstetrician. As a subject I have chosen 
the evolution of an obstetrician or from midwifery 
to obstetrics. 

This paper will not attempt to present a complete 
history of obstetrics. Rather, it will look back only a 
short span of years to the waning days of the mid- 
wife and the struggle of the obstetrician to surmount 
seemingly impossible odds to gain recognition in 
medical society. An attempt will be made to trace 
the development of educational methods from that 
era to the present. The need for training will be 
assessed, and the opportunities and training pro- 
grams of the present day will be reviewed. Finally, 
a thoughtful look into the future will be taken. 


The nature of the problem 


That there will be a problem in obstetrics in the 
future we may be assured. Authoritative sources? 
predict that the birth rate in the United States will 


*Presidential address, read at the annual meeting of the American 
Osteopathic College of Obstetricians and Gynecologists, San Antonio, 


Texas, February 1960. 
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From midwifery to obstetrics* 


OSTEOPATHIC ASSOCIATION 


rise sharply during the next decade so that by 1970 
it will reach a 50 per cent increase over the present 
rate. In sharp contrast to this increase in the number 
of newborn infants, there will be an inevitable de- 
crease in the number of trained medical personnel in 
relation to the population during the same span of 
years. As the years advance beyond the first decade 
this ratio can be carried out much further. In fact, 
Sir Charles Galton Darwin, the noted English physi- 
cist, at a recent Brown University convocation made 
the prediction that the human race will reach a crisis 
in overcrowding the earth a century or two hence. 
Applying the same principles to human population 
that his illustrious grandfather, Charles Darwin, had 
applied to vegetable and animal life just 100 years 
ago, he predicted that at the present rate of increase 
“in 1000 years man would have on the land surfaces 
of the earth standing room, but only standing room.” 
However, to quote from the account of the meeting 
in the Brown University Alumni Monthly: “The 
chairman of the meeting, Dr. Lee DuBridge of Cal 
Tech, was not alarmed. His sage conclusion was 
‘when we get to the point where there is only stand- 
ing room, the birth rate then will go down.’ ”? 

We are not concerned with the extremes of this 
arithmetical progression of the birth rate. Let us 
leave its solution in the capable hands of the geo- 
physical scientists who are working diligently to ob- 
tain more space for the human race in the universe, 
or to those organizations and political leaders who 
are currently attacking or defending the spread of 
birth control information throughout the world. 

It is, however, of grave importance that we as a 
specialty group prepare for the immediate prospect 
of an increase in the birth rate, as the children born 
in such numbers in the mid-forties—the so-called 
“war babies”—reach the age of matrimony and its 
inevitable consequences in the 1960's. We are faced 
with the problem of supplying more well-trained 
obstetricians. 

It cannot be denied that our profession is alerted 
to the problem and is meeting it adequately and 
well. The increase in the number of hospitals and 
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hospital beds, the enlargement and improvement of 
our teaching institutions, and the contemplated es- 
tablishment of one or two new colleges are all for- 
ward steps. It is also essential, even imperative, that 
we as obstetricians assume our obligations in meeting 
the challenge. This obligation is the education and 
training of an increasing number of men and women 
in the art and science of this specialty. 


The importance of the obstetrician 
in society 


In the crusade for knowledge and the application 
of that knowledge in his professional pursuits the 
obstetrician now occupies his rightful place in the 
healing arts. He has an important role to fill in the 
society of man. Upon his shoulders rests the burden 
of safe and successful motherhood, living and healthy 
babies, and happy homes. His responsibilities are 
great, and they increase as. the complications and 
mysteries of childbirth are unraveled. He must have 
an unquenchable thirst for knowledge and must be 
ever alert to impart that knowledge to those who 
follow him. In short, he must be at the same time 
the scholar and the teacher. As such it is essential 
that he be conversant with the problems of the pres- 
ent-day practice of our specialty. 


The necessity and the opportunity for training 
loom large on the horizon. Will he be prepared to 
take advantage of them? 


Obstetrics in the nineteenth century 


Recently I was attracted by a quotation from a 
treatise on obstetrics which is quite appropriate for 
the problem under discussion: 


It is admitted that every kind and degree of knowledge that 
can afford any service in a time of difficulty is worthy of the 
diligent and laborious pursuit of all who wish to excel in ob- 
stetrical practice. 


Good advice! But contrary to the conclusion that 
may be drawn that it is an exhortation to a group of 
students from a learned teacher of obstetrics of the 
present day, it is directed to those erstwhile prede- 
cessors of our specialists—the professional midwives. 
The title of the book in which it appears is The Mid- 
wife’s Practical Directory; and the Woman’s Con- 
fidential Friend.* The frontispiece tells us that it was 
published in “Columbus City,” Ohio, in 1834. The 
author was a Thomas Hervey, who was apparently 
a physician and whose avowed purpose in writing 
this “epic” was “to better the system and teaching of 
midwifery” that existed at the time. 

As are many of the texts of that day, The Midwife’s 
Practical Directory is enjoyable reading. The descrip- 
tive passages are vivid and for the most part accurate. 
While many of the conclusions are at variance with 
present-day facts, still, as in the passage quoted 
above, many of the truths are self-evident and as 
applicable today as they were then. Another example 
of his observation on the poorly trained obstetrician 
of that era applies equally to his counterpart of the 
present. He states: 


It is to be regretted that in the present state of society mul- 
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titudes are so incompetent to the performances of those serv- 
ices [midwifery] that, in many cases, are indispensable. In 
many instances they who know the least fear the least; which 
is a fruitful ounce of mischief. 


What was the practice of obstetrics like in those 
early years of the nineteenth century? How well 
was the obstetrician trained, and what was his stand- 
ing in the practice of medicine? Alas, from what we 
read we find that it was a far cry from the scientific 
approach and skillful application of principles re- 
quired today! The task of delivering the babies fell 
largely in the hands of the professional midwives. 
To quote Eastman:* 


Many dedicated physicians of that period, it is true, were de- 
voting their best energies to the improvement of obstetrics; 
but for the most part, maternity care was in the unclean 
hands of a vast horde of untrained, ignorant, superstitious, 
and often alcoholic old women; it was a clandestine and lowly 
trade rather than a profession. 


History tells us that the so-called profession of 
midwifery was the second oldest profession involving 
womanhood. In the days of ancient Greece it was 
a respected calling; the mother of Socrates is re- 
ported to have practiced the art. It apparently 
flourished as a respected profession until the hectic 
days preceding the fall of the Roman Empire. Under 
the spell of debauchery and riotous living of that era 
the midwife became the pawn of the rich. We read 
in the works of Juvenal the following lucid de- 
scription: 


In the houses of the rich the midwife was as much a fixture 
as the poison maker and the cook. It was her duty to be 
versed in the use of aphrodisiacs, to act as a legalized mur- 
derer by strangling newborns, to know how to create abor- 
tions, and if necessary, to deliver children. 


Evidently the Roman emperors were as concerned 
with the birth control problem as many of their 
counterparts are today. 

As the nineteenth century arrived and the medical 
world struggled with its problems, the profession of 
midwifery flourished. Presumably two principal fac- 
tors may have contributed to its popular acceptance. 
First, the physician was reluctant to be classified in 
the same category as his contemporary “obstetrician,” 
the midwife. Second, the rigid standards of modesty 
in the females of that century drew a barrier be- 
tween the male physician and the lying-in chamber. 
In fact the obstetrician who aspired to increase his 
volume of maternity cases was apparently looked 
upon with suspicion. To quote the author of The 
Midwife’s Directory: 

It is in what is called the higher circles in society that the 
business of midwifery is almost exclusively consigned to the 
professional diplomatic accoucheur. These elevations are 
mere impudent assumptions founded on wealth and not on 
merit. Among the class to which we refer, the gentlemen 
seldom know much or care much for anything but their mer- 
cantile speculations, land jobbing, or some private or public 
financial concern, or having passed to the summit of their 
anticipations in the acquisition of a fortune, they wallow in 
luxury, dissipation, and debauchery. The business of their 
wives is to eat, drink, sleep, visit, receive company, make 
arrangement for balls, tea parties, the theatre, and ten thou- 
sand idle amusements. . . .Many a learned man is as ignorant 
of the true principles upon which a case of parturition 
should be managed as the native Hottentot ever was of the 
Christian Theology. Yet if he has studied medicine, passed 


his examination, and taken his degrees, the woman in labor 
must send for the doctor! 


The author then brings his condemnation to a climax 
with this significant couplet: 

He comes! He comes! Good heavens defend us! 

With magic rites and things tremendous! 
Evidently Thomas Hervey did not have an over- 
abundance of respect for the male obstetrician of 
the day. His criticism knows no bounds, as he states: 


The pretensions of male accoucheurs to superior successful- 
ness is of doubtful character. . . . Their hurry, their spirit of 
acting, have done more harm to the sex than all the inju- 
dicious management of midwives of which they are so fond 
of talking. 

Decrying the use of the obstetrical forceps which 
had come into vogue in that day, he comments: 


Many of our men-midwives [note the terminology] resort to 
instruments on every slight occasion and emergency, using 
the forceps to expedite a lingering labor that would have 
resulted more favorably if they had been dead or consigned 
to Botany Bay, before they raised those instruments of 
cruelty, merely to evince their scientific skill. The frequent 
resort to instruments savors more of the barbarian than of 
a humane, skillful, sympathizing gentleman. Alas! how are 
the credulous multitude imposed upon! In our practice, we 
have never resorted to the forceps but twice; that was when 
we were young and inexperienced. 


How many of those present today can make the same 
statement? 

In spite of the many obstacles placed in his path 
and such castigations as those contained in the fore- 
going passages, the conscientious young physician 
of the period apparently tried to improve his lot and 
gain the skills necessary for the practice of obstetrics. 
While medical schools passed swiftly over the sub- 
ject, special courses were available which can prob- 
ably be compared with present-day postgraduate 
training. As evidence of such courses I have two 
cards found among various family papers, issued to 
an ancestor in 1828 and 1829 by the medical school 
of Maine and inscribed as follows: “Admit Mr. Kelly 
Peck to the lectures on midwifery.” They are signed 
“James McKeen, lecturer,” and in the upper corner 
is written the significant word “Perpetual.” Evidently 
the lecturer had an eye to the future developments 
in the art of obstetrics and could foresee the changes 
that were to come. 

We know that the majority of physicians of the 
nineteenth century received their training under 
older practitioners. We likewise must assume that 
most of their knowledge of obstetrics was acquired 
in the same manner. Only through lectures and dem- 
onstrations such as those afforded my ancestor could 
additional training be obtained. 

It was inevitable that improvements in the educa- 
tional processes that gradually evolved as the nine- 
teenth century progressed should assert themselves 
in the field of obstetrics. With each new discovery 
there came an improvement in technics of manage- 
ment. The world in general and the art of obstetrics 
in particular owe a debt of gratitude to the heroes 
of that century who dared to swim against the cur- 
rent of prevailing medical opinions and practices. 
The struggle of these pioneers of medicine for recog- 
nition of their concepts was a monumental one. It 
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is difficult to realize today the tremendous obstacles 
that had to be overcome by these men. In a fascinat- 
ing book entitled The Eternal Search,* Richard R. 
Mathison describes the frustrations of the obste- 
trician quite graphically: 


Down through the centuries while other fields of medicine 
advanced, the treatment of women’s diseases and of obstetrics 
remained mired in superstition and trapped by the restrictions 
of modesty. A few men, Pare and Hunter among them, 
added new knowledge. Different techniques made delivery 
easier in some cases. New postures were used for the mother 
as fetal position was better understood. The untidy midwife 
was replaced by the untidy physician. Even Caesarian oper- 
ations didn’t mean sure death for the mother sometimes. 

But the two great fears of childbirth remained as they had 
since the dawn of time. 

The anguished shrieks of agony as the birth pangs tore 
the mother still were accepted as necessary and inevitable. 
For did not the Bible say: “In sorrow thou shalt bring forth 
children”? 

Hundreds of mothers died each year from childbed fever. 
Yet could this not be explained as the old Curse of Eve? 

Then almost overnight came cleanliness and painkillers. 


Ironically, many of the pioneers whose theories 
eventually exerted such a profound impact on ma- 
ternal health did not live to see their greatest tri- 
umph. One of these was Semmelweis, whose monu- 
mental theory on cleanliness in the delivery room 
eventually led to victory over puerperal sepsis. Sem- 
melweis was despised by his fellow workers when he 
dared to compare the maternal death rate from this 
fatal disease in a ward cared for by medical students 
(10 per cent) with that in an adjoining ward over 
which midwives presided (3.per cent). He eventual- 
ly died in an insane asylum, without honor and with- 
out the knowledge that his theories had been put 
into practice in clinics on the Continent. 

With the discovery of ether as an anesthetic agent 
by Morton in 1846, followed by James Simpson’s 
experiments with chloroform, came the first avenues 
for relief from the pain and anguish of labor. At 
every turn the pioneers in the field of anesthesia ran 
into obstacles. The persistent belief of even the 
clergymen of that day was that pain was ordained 
by God. To quote from one such individual:* 


Chloroform is a decoy of Satan apparently offering itself to 
chaste women: but in the end it will harden society and rob 
God of the deep earnest cries which arise in time of trouble 
for help. 


It is significant that public opinion did an about-face 
when Queen Victoria submitted to the administra- 
tion of chloroform for the delivery of one of her 
children in 1853. 

Even the author of The Midwife’s Directory must 
be accorded some of the gratitude of our generation, 
in spite of many of his slightly biased opinions, for 
he dares to condemn many of the erroneous practices 
of his day. One of these was the use of bloodletting 
in the treatment of postpartum hemorrhage. Another 
was the prevalent use of the vaginal pack after every 
delivery. In denouncing this custom his reasoning 
as to possible fatal outcome is as sound today as it 
was then. 

The osteopathic profession had its own champion 
in the nineteenth century in the quest for improved 
obstetric training. The founder of this profession, 
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Dr. Andrew Taylor Still, was well aware of the 
shortcomings of the obstetrician when he organized 
the first school of osteopathy in 1892. He commis- 
sioned every osteopathic physician to improve that 
phase of medical practice in one of the clauses of its 
charter:* “The purpose and object of this association 
shall be to improve our systems of surgery, mid- 
wifery, and treatment of general disease.” 


The twentieth century 


In spite of improvements in technics, refinements 
in pain-killing drugs, and the increasing use of the 
hospital for childbirth the problem of maternal death 
reared its ugly head well into the twentieth century. 
Writing in a 1921 issue of the New York Medical 
Journal, Arnold’ stated: 


I recently came across this quotation from an authentic source: 
“During the twenty-three years ending in 1913, in this coun- 
try no definite decrease in the death from the diseases 
caused by pregnancy and confinement can be demonstrated; 
nor can any decrease in the death rate from puerperal septi- 
cemia be shown.” Such a statement tends to give us a rather 
discouraging view of a field in which the general impression 
is, perhaps, that there has been great improvement during the 
past twenty-five years. Someone has called attention to the 
fact that we are loud in our praise of the wonderful attain- 
ments of modern medicine and surgery, but that we are silent 
on the lamentable deficiencies of everyday, practical obstet- 
rics. . . . Statistics for the country at large show that among 
women of childbearing age, childbirth is. second only to tu- 
berculosis as the cause of the greatest number of deaths. In 
the past twenty-five years the mortality rate from many other 
causes, including surgery, infection, tuberculosis, typhoid 
fever, and other epidemic diseases, has been greatly reduced, 
but our pride falls when we extend the survey to the field of 
obstetrics. 


In the early years of the twentieth century the 
lying-in hospital began to assume more prominence, 
and segregation of the maternity patient from the 
medical and surgical wards was considered good 
practice. In all probability its slow acceptance had 
been due to the reluctance of the mother to leave 
her home during childbirth, thus depriving the child 
of a traditional birthright. The home, also, was con- 
sidered a safer place for the infant to make his entry 
into the world—a popular belief that persists even 
today in many areas. 

With the advent of the lying-in hospital and the 
impetus toward increased numbers of hospital de- 
liveries new avenues for training of the obstetric 
student were opened. We can safely conclude that 
the greatest advances in the specialty have taken 
place with the knowledge and experience gained 
from hospital research and association. However, 
until the lying-in hospital was popularized, training 
of necessity was informal and to a large exent self- 
taught. The obstetrician and the family doctor were 
one and the same individual. A veritable iron man 
was he, and a Jack-of-all-trades! He was the ac- 
coucheur, the anesthetist, the pediatrician, and the 
internist, as well as the nurse and the family advisor. 
Fortunate was the physician who could enlist the 
services of a fellow practitioner or a trained nurse 
to assist him in the lying-in chamber! While his 
prototype exists in many sections of the country to- 
day, his kind is fast disappearing, especially in the 
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larger metropolitan centers. Yet in spite of the large 
number of infants still delivered at home, few of 
our recently trained obstetricians or men in training 
programs today can look back upon experience 
gained from a home delivery. Alas, all too frequently 
these neophytes in the specialty listen with skepti- 
cism to the tales recounted by the older men in the 
field! To quote Lionel Trilling:* 


It has always been true that the chief reason for the alien- 
ation of one generation from another lies in the different 
understanding of what constitutes the past. In every age it 
must have been difficult for a man, and painful, to realize 
that some event which he still regarded as immediate and 
present in his own experience was, to a younger friend and 
colleague, merely a fact he had learned from a 


Who can call himself a well-rounded obstetrician 
unless he has spent uncounted hours in the home of 
a patient in the process of childbirth? He must have 
acquired much of his training and experience in the 
course of sleepless nights, stimulated by draughts 
from the pot of coffee brewing constantly on the 
wood stove between the huge kettles of boiling 
water. His memories are filled with recollections of 
deliveries performed on beds whose springs had seen 
better days and sagged like a hammock, forming a 
veritable catch basin for the onrushing amniotic 
fluid. Thus was created the additional hazard of 
death of the infant by drowning! His skill was ac- 
quired by encountering and conquering seemingly 
unsurmountable odds—with amazing success. He 
quickly mastered the technics of delivery and after- 
care, when confronted with such problems as con- 
trolling a post-partum hemorrhage simultaneously 
with the resuscitation of an anoxic infant. 

Many of those present today have a priceless store 
of just such anecdotes from their own home obstetric 
practice. They become richer with the passage of 
the years. They represent informal training at its 
best. Yet, as we stop to reflect, was this training 
superior to that of the present day? In spite of its 
many advantages we are inclined to dissent. The 
perfection of obstetric technics and the development 
of essential adjuncts, such as the blood bank and the 
refinements in the care of the newborn, have made 
the hospital the center for training and education 
in the specialty. Our only lament is that with the 
decline of the home delivery went much of the 
glamor and opportunity for the development of 
resourcefulness in the young doctor. 


Development of residency training 


The advent of residency training in the medical 
profession occurred in 1932. Shortly thereafter the 
American Osteopathic Association adopted this 
method of training beyond the internship year. The 
first training programs were developed by the hos- 
pitals. The teachers were to be the Board-certified 
men who had only recently, in 1930, reached the 
status of specialists, when the American Board of 
Obstetrics and Gynecology was formed. It is signifi- 
cant that prior to that time there were few professed 
or trained specialists in the United States at the end 
of the second decade. According to Mengert,® the 
figure did not exceed 500. 


The early residencies were unilateral—that is, they 
offered the resident obstetrics alone or gynecology 
alone. Mengert decried this unilateral training and 
described the plight of the physician who aspired to 
a bilateral residency. He states: 


In consequence some took obstetric residencies in one place 
and gynecological residencies elsewhere. Others carved out 
their training by visiting or residing briefly, or in informal 
fashion, in various medical centers. Others sought preceptors, 
slanted their interest toward obstetrics, and trained them- 
selves on the job. No wonder “we are a motley crew.” 


Preceptor training 


In many respects the development of the residency 
training program in our own profession parallels 
that of the medical profession. Because of the large 
number of our physicians desiring to receive train- 
ing and the comparatively few residencies available, 
the profession adopted the preceptor training pro- 
gram in 1948. Since its inception this College has 
sponsored and administered the program. It has 
been my good fortune to serve on the Evaluating 
Committee For Preceptor Training since 1954. In 
many respects this is an adequate means of training. 
Geared to the smaller hospital and to the larger hos- 
pital where residencies have not been approved, it 
can serve as a useful training vehicle. The most 
prominent faults at the present time lie in the diffi- 
culties encountered in inspecting the programs and 
in the lack of cooperation on the part of some spe- 
cialists in other fields in the hospital where it has 
been established. Its greatest asset lies in the oppor- 
tunity to establish a man-to-man teaching relation- 
ship—a virtue which harks back to the assistantship 
means of instruction in the earlier days of medicine. 


Present-day training 


As of today the residency training program in ob- 
stetrics and gynecology in the osteopathic profession 
is in a most confusing state. Through the efforts of 
the American Osteopathic Board of Obstetrics and 
Gynecology, the time required in a residency was 
raised to 3 years in order to insure the best training 
for our specialists.1° Residencies are both unilateral 
and bilateral, with those offering training in both 
obstetrics and obstetric-gynecologic surgery being in 
a small minority. There is strong evidence that the 
modern young doctor who wishes to specialize in this 
field aspires to become a well-rounded obstetrician 
and gynecologic surgeon, and rightfully so. Each 
year we see unfilled residencies in obstetrics and 
gynecology separately but many applicants for the 
dual or bilateral type. 

In comparing the residency program with that of 
the American Medical Association it is significant 
that the American Board of Obstetrics and Gyne- 
cology has decreed recently that the 2-year residency 
in obstetrics and gynecology will not be approved 
after July 1, 1962. In like manner the Board states 
that a minimum of 18 months in obstetrics and 18 
months in gynecology will be required, and that uni- 
lateral residencies in obstetrics or gynecology also 
will not be approved after July 1, 1962.1 
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Informal training as such will cease to exist as a 
means of qualifying for certification after 1961, by a 
decree issued by the Board of Trustees of the Ameri- 
can Osteopathic Association.’ This body has also 
advised each specialty college that preceptor train- 
ing must also terminate eventually as a means of 
formal training, the time to be designated at a later 
date. The Board’s reasoning is sound: Residency 
training is a better means of training than preceptor 
training. The chief reasons advanced are the avail- 
ability of more clinical material, the accessibility of 
more certified men in allied specialties who may aid 
in the training of the resident, and the ready access 
to records by which the training may be evaluated. 

With these conclusions we must concur. Yet the 
Evaluating Committee of this College and the Ameri- 
can Osteopathic Board of Obstetrics and Gynecology 
are reluctant to recommend the discontinuance of 
preceptor training since the residency program in our 
hospitals has not developed to the point where it 
can supply qualified men to assume the leadership 
in obstetrics and gynecology in our fast-growing in- 
stitutions. 


The future of training 


The future of obstetrics in this country in general 
and in our profession in particular lies in the hands 
of you, the obstetricians. That the birth rate will 
increase in the next decade is an actuarial fact. The 
efforts of this College should be directed primarily 
toward meeting this increase by encouraging and 
fostering all the types of training that can be made 
available to the greatest number of individuals. 

The Fellowship Program of our colleges should 
be encouraged as a means of correlating obstetric 
training. The colleges also must be encouraged to 
conduct basic science courses related to the spe- 
cialty as well as postgraduate and review courses. 
In turn, we as a specialty group should be obligated 
to influence every man and woman engaged in the 
practice of obstetrics and gynecology to avail them- 
selves of opportunities to review the old and assimi- 
late the new ideas which are developing with such 
remarkable rapidity. That basic science courses are 
essential can best be summed up as did Carter,'* 
who wrote as follows: 


The hope is expressed that individuals, who in the future 
elect to follow our specialty, will be better prepared to qualify 
for specialty rating with a decidedly improved knowledge of 
the basic sciences as they must be used and understood to 
ensure competency in the work. This preparation in basic 
sciences in itself will make the clinical practice more secure, 
more rational, and more complete. 


We must cooperate with the Committee on Hos- 
pitals of the American Osteopathic Association in 
improving the residency training program. New 
residencies must be created where the facilities and 
qualified personnel meet the established require- 
ments. 

Both old and new residencies must be improved 
and developed as authentic teaching programs. The 
question of volume alone should not be the first 
requisite for an approved residency. Too often this 
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type of education fosters learning by rote, and the 
essential attribute of the successful physician—rea- 
soning—is thrust into the background. Mengert® 
stated the problem quite aptly: 


From my own experiences with a number of these young 
men, I sense an unfortunate tendency to learn certain tech- 
niques and treatments by rote, and to apply the knowledge 
with little discrimination. . . . Since cerebration is such a 
chore to all of us, we can scarcely blame Young Dr. Kildare 
when he is so busy rushing around saving lives he doesn’t 
have time to think. Dramatic action is so much easier than 
thinking any day. Moreover, the residency setup, often super- 
vised by different attending men unfamiliar with details of 
the patient’s case, is not conducive to teaching habits of 
cerebration. 


We must do all in our power to overcome the 
road block that exists in so many of our hospitals as 
a result of lack of cooperation between the depart- 
ments of surgery and the departments of obstetrics 
and gynecology. The urgency of the need for a 
larger number of qualified men and women in the 
profession is the joint responsibility of both special- 
ties. It should rise above petty jealousies and local 
situations in order that we may serve the public 
more adequately as a united profession. A solution 
can and must be found. 

We should be remiss if we did not commend the 
affiliated obstetric societies for the fine programs 
they present each year for the benefit of all inter- 
ested in the specialty in their localities. These pro- 
grams are excellent sources of education. They 
should be encouraged and assistance offered to their 
sponsors by the College. Their faculties should be 
augmented by outstanding men from other areas of 
the country. 

Finally, because a great proportion of babies are 

still delivered by the general practitioner, every 
qualified man should become a teacher in his own 
hospital and community. By consultations, obstetric 
staff discussions, and intern instruction the obstetric 
teacher not only imparts his knowledge to his pupil 
but also keeps himself alert and abreast of the ever- 
advancing science of obstetrics. Carter’ summa- 
rized the importance of the teacher with these 
words: 
A sincere philosophy, a true motivation, the acquisition of 
knowledge and experience, and a conscience in action will 
improve our education efforts. Teaching is still a great and 
satisfying profession. It is a great challenge. Pride in it and 
a conscience for it must be maintained. 


Let us all strive to be teachers in our specialty. 


Conclusions 


We have discussed the turmoil that existed in ob- 
stetrics in the nineteenth century and in the early 
years of the present century. Some of the pitfalls 


that obstructed the development of the trained ob- 
stetrician have been described. The training pro- 
grams of today have been reviewed. An attempt has 
been made to offer constructive advice for the future 
education of specialists in this field. 

Obstetrics has made a remarkable and rapid ad- 
vance in the last two decades. No longer can it be 
classified as a humble and obscure art as practiced 
by the ignorant and poorly trained midwife of the 
nineteenth century and before. It has become an 
exact science. As Simard" so accurately stated, “No 
other medical discipline has more quickly applied 
the discoveries of recent years and none has seen 
the rate of morbidity and mortality shrink more 
rapidly.” 

With the transformation from art to science it is 
inevitable that the obstetrician of the future shall 
assume a much more important role in the practice 
of medicine and osteopathy as he copes with the 
problems as yet unsolved, such as prematurity, 
perinatal mortality and morbidity, fetal physiology, 
and the blood dyscrasias of mother and infant. 

The evolution of the obstetrician from the status 
of a midwife to that of a scientist has taken the long, 
hard road upward. It has nearly reached the summit. 
From here the journey is devious and difficult. But 
as of today the obstetrician has arrived; there can 
no longer be an essence of truth in the often-quoted 
witticism: “If your son is intelligent, let him be a 
physician; if he is clever, let him be a surgeon; if 
he is neither let him be an accoucheur!” 

The essential ingredient in the successful develop- 
ment of the obstetrician is training. It will increase 
in importance and stature in the future, and the 


future is in our hands. Let us make the most of it! 
824 Broad St. 
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ANTONE J. ROITZ, D.O., Long Beach, California 


Prolapse of the gastric mucosa is defined as a detach- 
ment of the redundant pyloric portion of the mucosa 
with intussusception of these free mucosal folds in 
the duodenum (Fig. 1). Von Schmieden wrote the 
first description of this disorder in 1911. Reports 
concerning this condition have been infrequent since 
then, until Scott’s paper in 1946. Some physicians 
question the existence of this disorder; others believe 
that it occurs, but is of no clinical significance; and 
still others consider that it does exist, and they treat 
it medically and surgically with beneficial results. 


Anatomy of the area 


The stomach is the dilated portion of the gastro- 
intestinal canal following the esophagus and preced- 
ing the duodenum. It is ordinarily a “J-shaped” organ 
located in the upper left quadrant of the abdominal 
cavity, with the pylorus near the midline and the 
fundus under the left lobe of the liver. 

The stomach is divided into three parts (BNA). 
The cardia is the more expanded vertical upper por- 
tion above the incisura angularis. The enlarged up- 
permost part of the cardia above a horizontal line 
drawn through the esophageal orifice is the fundus. 
The pyloric part is the more constricted funnel-like 
portion at the lower end of the stomach, turning 
medially and leading into the duodenum. This area 
lies between the incisura angularis and the pyloric 
sphincter and contains the dilated pyloric antrum 
followed by the narrowed pyloric canal. 

The stomach is lined with mucous membrane, 
which is thrown into folds known as rugae. In the 
region of the pyloric antrum the rugae run diagonal- 
ly across the stomach. Along the lesser curvature, 
*This paper, submitted in partial fulfillment of the requirements for cer- 
tification by the American Osteopathic Board of Radiology, was pre- 


pared during a residency at the Rocky Mountain Osteopathic Hospital, 
in the Department of Radiology, of which Dr. J. W. Tedrick is chair- 


man, 
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Prolapse of the gastric mucosa 


into the duodenum* 


from the cardia to the pylorus, the rugae run in a 
parallel manner in a narrow strip, to form a gastric 
canal called the magenstrasse. In the pylorus the 
rugae form thin parallel folds. The rugae vary with 
the vascularity of the mucosa and submucosa and the 
degree of distention. The pyloric sphincter separates 
the stomach and duodenum. The mucous membrane 
of the stomach and duodenum are continuous. 

At the cardiac sphincter the stratified squamous 
epithelium of the esophagus changes into the simple 
columnar epithelium of the stomach, which covers 
the entire inner surface of the stomach and extends 
down into the gastric pits. Three types of gastric 
glands are found in the connective tissue of the mu- 
cosa. They are the tuboracemose cardiac glands, the 
simple tubular fundic glands, and the branched 
tubular pyloric glands. These glands are scattered 
profusely throughout the connective tissue and ex- 
tend nearly to the muscularis mucosa. The intersti- 
tial tissue of the mucosa is a very loosely constructed 
layer so that blood may pass through the vessels 
without interference from peristaltic action. It con- 
sists of fine interweaving connective tissue fibers, 
fibroblasts, histiocytes, and some smooth muscle 
fibers from the muscularis mucosae which interlace 
between the glands. It is infiltrated with lympho- 
cytes and solitary lymph follicles, the latter draining 
the lymph capillaries which begin among the glands. 
The muscularis mucosae is a thin sheet of smooth 
muscle which separates the mucosa and submucosa. 

The submucosa consists of loosely arranged con- 
nective tissue which permits wrinkling of the mucosa 
according to the degree of distention. It contains the 
arterial venous and lymph channels of the muscular 
coats and mucous membrane. Also found in the sub- 
mucosa are the plexuses of Meissner which influence 
gastric secretion by their distribution to the gastric 
glands. The submucosa separates the mucosa and 
the muscular layer. 

The muscular coat of the stomach is made up of 
three layers of smooth muscle. The innermost oblique 
layer is an incomplete layer continuous with the 
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deeper circular fibers of the esophagus. The middle 
layer is composed of circular fibers continuous with 
the more superficial fibers of the esophagus and 
duodenum. These fibers, with fibers of the inner 
layer, are thickened at the lower end of the pyloric 
canal to form the pyloric sphincter. Between the 
middle and outer layers of muscle is a thin sheet of 
connective tissue containing Auerbach’s plexuses. 
The outermost longitudinal layer of the muscle wall 
is continuous with the long fibers of the esophagus 
and duodenum. 

The fourth part of the wall of the stomach is the 
serosa. This is formed by the peritoneum which con- 
sists of a layer of loosely arranged connective tissue 
covered by mesothelium. 

The arterial supply to the stomach is from the 
three terminal branches of the celiac artery: the left 
gastric, the splenic, and the hepatic arteries. These 
vessels form two arterial arcades, one along the lesser 
curvature and one along the greater curvature. 
Branches from each source ramify over the front and 
back of the stomach. 

The venous drainage is also made up of two loops, 
one along the greater curvature and one along the 
lesser curvature. Left and right gastric veins drain 
the lesser curvature into the portal and esophageal 
veins. Along the greater curvature the left gastro- 
epiploic and short gastric veins drain into the splenic 
vein, and the right gastroepiploic vein drains into the 
superior mesenteric and then the portal vein. 

The parasympathetic nerve supply is from the 
right and left vagus nerves. These nerves form the 
posterior pulmonary plexuses. From these plexuses, 
the esophageal plexus is formed, which gives off the 
anterior and posterior gastric nerves. The sympathetic 
innervation comes from the fifth to the ninth thoracic 
segments of the spinal cord. These fibers pass by 
way of the splanchnic nerves to reach the celiac 
plexus before passing to the stomach. 

Lymph vessels accompany the veins from the mu- 
cous membrane to lymph nodes lying along the lesser 
curvature (superior gastric chain) and the greater 
curvature (inferior gastric chain). The middle supra- 
pancreatic nodes, located near the celiac artery, are 
considered the terminal nodes. Lymph is collected 
from here into the cisterna chyli by the gastrointes- 
tinal lymph trunk. 


Etiology of the disorder 


Recently there has been increasing agreement that 
prolapse of the gastric mucosa does exist; however, 
the cause has not been established. Some say that it 
is due to congenital or acquired conditions which 
loosen the mucosa from the submucosa, and peristal- 
sis mechanically causes the prolapse. Some say that 
the prolapse is due to spasticity of the gastric mus- 
culature or hypertrophy of the pyloric musculature 
combined with excessive peristalsis. 

According to Still’s law, spinal articular lesions 
which interfere with the mechanical function of a 
spinal segment also will interfere with its sympa- 
thetic output. Lesions affecting the vagus, and le- 
sions of the fifth, sixth, and seventh thoracic segments 
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Fig. |. Surgical specimen from a 48-year-old white man, a 
stomach with about | cm. of the duodenum. At the pylorus the 
mucous membrane is redundant and prolapsing into the duodenum. 
Roentgenographically, the rugal pattern of the stomach was 
satisfactorily preserved to the pyloric region, where there was a 
marked prolapse of the gastric mucosa into the duodenal bulb. 
It was noted at fluoroscopic examination that the patient had 
tenderness in this area. A subtotal gastrectomy (Polya-Hoff- 
meister, posterior, short loop) was performed because of partial 
obstruction and failure of conservative therapy. A year later this 
patient was progressing satisfactorily and was symptom-free. Pro- 
lapse of gastric mucosa may not be diagnosed at surgery by 
external observation or palpation; the only way to determine its 
presence is to incise the antrum. 


are thought to produce hyperemia, congestion, and 
edema of the gastric tissue and increased extensibil- 
ity and decreased elasticity of connective tissue and 
smooth muscle of the stomach. The congestion may 
lead to mucosal and submucosal hemorrhages. 

The lower half of the stomach is the portion most 
concerned with peristalsis. Weak peristaltic waves 
begin in the middle of the stomach and become 
stronger as they descend, reaching their greatest 
depth near the pylorus. It is also known that Meiss- 
ner’s plexuses receiving their nerve supply from the 
fifth, sixth, and seventh thoracic segments are located 
in the submucosa; that Auerbach’s plexuses from the 
vagus are between the muscular coats; that the mu- 
cosa is loose and has an area about twice that of the 
muscularis. Osteopathic lesions may produce an in- 
terference in the blood supply to the mucosa of the 
pylorus. This deficient nutrition may produce an in- 
creased extensibility and decreased elasticity of the 
mucosa in this region, which might cause it to be- 
come redundant, and excessive peristalsis would pro- 
duce prolapse. 


Clinical features 


The history will give no clue of this- disorder be- 
cause prolapsed gastric mucosa presents highly vari- 
able digestive symptoms rather than a characteristic 
syndrome of its own. The symptoms are similar to 
those found in peptic ulcer, duodenitis, and gastritis. 
The symptoms are varied, being influenced by the 
extent and condition of the redundant mucosa. In- 
termittent epigastric discomfort or pain is a common 


complaint. This has been described as “burning,” 
“knifelike,” or “cramping.” It is easy to understand 
its recurrence when one remembers that the mucosa 
may prolapse and later retract to its normal position. 
Some patients complain that the epigastric distress is 
aggravated by the recumbent position, while others 
are partially relieved by reclining. Some patients re- 
port that food (particularly bland foods) relieves the 
distress, while in others the pain is aggravated by 
food (particularly acid foods). The pain is seldom 
relieved by antacids. 

Hemorrhage may occur if the edematous prolapsed 
mucosa is torn by peristalsis. This may lead to weak- 


Fig. 2. An 8 x 10 posteroanterior view of a 60-year-old white 
man, showing that the rugal pattern is satisfactory down to the 
presphincter pylorus. At this point begins a marked prolapse of 
the gastric mucosa into the duodenal cap, as shown by the 
typical umbrella defect. This defect was also visible fluoroscopical- 
ly, and it was noted that the area was tender to pressure. 


ness, tarry stools, and slight to severe anemia. If 
there is an interference with passage of food through 
the pylorus as a result of partial obstruction there 
may be vomiting, bloating, and a feeling of fullness 
after even small meals. Poor diet, hemorrhage, and 
obstruction may lead to weight loss. 

Physical examination reveals very little other than 
tenderness and muscle guarding in the epigastrium. 
Laboratory work is essentially negative except for 
anemia or blood in the gastrointestinal tract. Gastritis 
may be seen during gastroscopy. This procedure is 
valuable to rule out malignancy or polyps. 


Roentgenographic diagnosis 


Since the prolapsed gastric mucosa may retract 
into the stomach, the radiographic appearance in the 
same patient may vary from one examination to the 
next. The roentgenogram may be negative if the 
prolapse is slight. Redundant gastric mucosa cannot 
be recognized roentgenographically until it passes 
into the pyloric canal. At the pyloric sphincter it 
may produce an annular narrowing. If it is a marked 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


the gastric mucosa prolapsing into the duodenum. It was noted 


tender. 


Fig. 3. An 8 x 10 lateral view of a 68-year-old white man, showing 


at fluoroscopic examination that the area of the pyloric outlet was 


prolapse it is in this area that one may occasionally 
observe a collarlike retention of barium at 5 hours 
(Fig. 2). This is produced by the barium being 
trapped between the wall and the prolapsed mucosa 
as the intussusception traverses the pyloric sphincter. 
It may cause obstruction by a ball valve action and 
produce gastric retention of barium. Prolapsed gas- 
tric mucosa appears as a smooth umbrella, semilunar, 
or lobulated filling defect in the duodenal bulb 
(Figs. 3 and 4). If a thin barium mixture is used 
one may observe the smooth, converging flexible 


Fig. 4. A 14x 17 oblique view of a 70-year-old white man, show- 
ing the rugae traversing the pyloric sphincter into the duodenum. 
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Fig. 5. A 5-hour 14 x 17 posteroanterior view of a white man, 
aged 65. A marked prolapse is seen here, as it was in fluoroscopic 
examination, creating a somewhat ball valve action. Barium is 
seen to the right of the first lumbar vertebra, retained in the 
cuff of prolapsed gastric mucosa. The center of this shows rare- 
faction which probably is caused by convergence and divergence 
of the rugae, associated with the prolapse. 


gastric mucosal folds seen as negative lines, trav- 
ersing the sphincter and entering the duodenum 
(Fig. 5). Within the duodenal bulb the rugae 
spread out in a manner similar to the ribs of an um- 
brella (Fig. 6). These folds cannot be manually re- 
placed into the stomach during fluoroscopy and 
remain within the duodenal bulb throughout any 
one examination. 

Gastritis may result if the prolapsed mucosa is 
traumatized as it progresses through the pylorus. 
This is the cause of the mottled appearance occasion- 
ally seen within the umbrella defect of the duodenal 
bulb. The contour or flexibility of the wall of the 
stomach and duodenum is not altered. 


Differential diagnosis 


Hypertrophic antral gastritis is one of the most 
difficult conditions to differentiate from prolapsed 
gastric mucosa. It is known that in any one case, the 
mucosa may prolapse, go through an intermediate 
state, and again return to the stomach. The differ- 
entiation is not difficult when the prolapse is com- 
plete, with its typical umbrella deformity within 
the duodenal bulb; however, it is difficult when the 
mucosa is beginning to prolapse or just returning 
from the duodenum back into the stomach. In some 
instances both conditions undoubtedly occur to- 
gether. With antral gastritis there appears to be 
edema, spasm, and delay in the barium reaching the 
duodenum. However, this could also be present in 
the intermediate state of prolapse. By using a small 
amount of thin barium mixture the mucosal folds in 
antral gastritis will be seen to be more rigid, failing 
to flatten out with pressure on fluoroscopy, without 
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any pattern, and not traversing the sphincter into 
the duodenum. This is distinct from prolapsed 
mucosa in which the mucosa folds are parallel 
and pliable, and flatten out with pressure during 
fluoroscopy. 

If a pedunculated gastric polyp should have a 
long stalk and prolapse into the duodenum it may 
present a crescent-shaped filling defect similar to 
that of prolapsed gastric mucosa. Since the polyp 
is mobile its position will be seen to change on serial 
films and barium will fill the space between it and 
the stomach wall. The prolapsed polyp may be 
manually returned to the stomach during fluoros- 
copy, which cannot be done with prolapsed mucosa. 
Also, one will not see gastric rugae traversing the 
pylorus with the thin barium mixture. The stalk of 
the polyp is rarely seen. The polyp may cause ob- 
struction and retention of barium by a ball valve 
action at 5 hours and possibly produce a collarlike 
shadow of barium as seen in a marked mucosal pro- 
lapse, but again the polyp would be mobile. The 
margins of the polyp are more sharply defined and 
usually rounder or more oval as compared with the 
umbrella defect of mucosal prolapse. 

When multiple gastric polyps prolapse into the 
duodenal wall they produce small round filling de- 
fects at the base of the bulb which could simulate 


Fig. 6. Above, diagrammatic sketch of the stomach and duodenal 
bulb before treatment, showing prolapsed gastric mucosa with 
rugae converging at the pyloric sphincter and then diverging in a 
manner similar to the ribs of an umbrella forming a mushroomlike 
appearance in the duodenal bulb. Below, the same area after 
conservative treatment. The gastric rugae do not converge or 
traverse the pyloric sphincter. Parts labelled in both diagrams are: 
(1) duodenal mucosa, (2) duodenal bulb, (3) umbrella defect, in 
which rugae appear as ribs of an umbrella, (4) pyloric sphincter, 
(5) antrum, (6) gastric rugae, (7) incisura angularis, and (8) 
cardia. 
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prolapsed gastric mucosa. During fluoroscopy these 
polyps are movable and can be manually replaced 
into the stomach. Polyps could produce a stenosis 
when prolapsing, but this would not appear as the 
collarlike retention seen in mucosal prolapse. 

A polypoid tumor within the duodenal bulb may 
produce a smooth round or oval filling defect. How- 
ever, its position will be seen to change on serial 
films, and barium will be seen around the lesion, 
between the tumor and the duodenal wall. Also, its 
position may be altered manually during fluoroscopy. 
A stalk is rarely visualized. If these tumors are mul- 
tiple they may produce groups of translucent areas 
simulating the shadows of protruding gastric rugae. 
However, by using a thin barium mixture gastric 
rugae protruding into the duodenal cap will be seen 
to originate in the stomach. The tumors may cause 
obstruction by a ball valve action and produce re- 
tention at 5 hours with a barium shadow similar to 
that seen in gastric mucosal prolapse. Again, the 
fluoroscopist can manipulate the tumor so as to 
demonstrate the true nature of the lesion. 

Phytobezoars are retained food particles (seeds, 
skins, fruit fibers, and so forth) and trichobezoars 
are hair balls. Bezoars may produce an irregular 
moth-eaten filling defect which is seen to change 
position on serial films and which may be moved 
manually during fluoroscopy. Barium is seen to fill 
the space around the bezoar, between it and the 
wall. At 5 hours the barium might be seen to adhere 
to the bezoar, and it may be retained for days. Pro- 
lapsed gastric mucosa will produce an umbrella- 
shaped filling defect which is smoother, not movable, 
and has a collarlike retention. 

It is possible that a pyloric ulcer could produce a 
pyloroduodenal deformity, associated with spasm 
so as to simulate prolapsed gastric mucosa. The 
ulcer could produce an increased prominence of the 
mucosal folds, but these would radiate away from 
the lesion in a fan-shaped pattern and would not 
traverse the pylorus into the duodenum to produce 
an umbrella defect. An ulcer could alter the gastric 
contour by a crater, recognized in the profile view 
as a protrusion, or an incisura opposite the lesion. 
An ulcer could produce a rounded dense shadow 
surrounded by a less dense halo in the en face view. 
Retention produced by an ulcer would be seen to be 
in the stomach, and would not produce the collarlike 
retention seen in the prolapsed mucosa. 

With duodenitis involving the duodenal bulb the 
mucosal folds are large, have no particular pattern, 
and may show localized rounded areas of edema. 
This may simulate the appearance of gastric rugae 
protruding through the pylorus, particularly if there 
is spastic narrowing. However, this will produce a 
hypermotility without a typical umbrella-shaped 
deformity, and the rugae would not be parallel. 

An ulcer of the first part of the duodenum may 
cause an obstruction if there is considerable edema, 
or it may result in hypermotility. The shadow of the 
duodenal bulb may be concave, and opposite the 
ulcer site an incisura might be seen. An ulcer niche 
may be seen in profile or a halo around the niche 
resulting from swollen mucous membrane may be 
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seen in the en face view. Using a thin barium mix- 
ture, no gastric rugae are seen running into the cap 
with a duodenal ulcer. The umbrella defect in pro- 
lapsed gastric mucosa is intraluminal and the con- 
tour of the bulb is not altered. With prolapse no 
central increased density surrounded by an area of 
decreased density or niche is seen, and rugae from 
the stomach may be observed traversing the sphinc- 
ter. There is no collarlike retention of barium seen 
with a duodenal ulcer like that observed with gastric 
mucosal prolapse. 

Prepyloric carcinoma may be confused with the 
intermediate stage of prolapsed gastric mucosa. The 
tumor is seen more easily if a thin barium mixture 
is used. It appears as a “cauliflowerlike” consistent 
filling defect. Its base is rigid, lacking peristalisis 
and pliability. There is an abrupt change in the 
rugal pattern with the mucosa presenting an irregu- 
lar appearance. If the tumor is large it may produce 
an obstruction. These features are distinct from in- 
termediate prolapsed gastric mucosa in which the 
defect is smooth, with pliable parallel rugae and un- 
interrupted peristalsis. If there is any retention with 
the prolapse it appears as a collarlike shadow. 

Extrinsic pressure of the spine upon the pylorus 
might produce a crescent-shaped outline of barium 
similar to that seen in mucosal prolapse. This would 
be due to poor fluoroscopic positioning of the pa- 
tient. The patient should be positioned so as to 
move the duodenal bulb away from the spine and 
demonstrate any pathologic condition which may 
be present. 


Study at Rocky Mountain 
Osteopathic Hospital 


A total of 557 upper gastrointestinal examinations 


Fig. 7. Quartered 14 x 17 serial film of the duodenal bulb, in the 
same patient shown in Figure 2. Two views are oblique and two 
are posteroanterior. Arrows are directed to the duodenal bulb 
with the prolapsing gastric mucosa. 
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were performed by the radiology department of the 
Rocky Mountain Osteopathic Hospital from August 
1, 1956, to August 1, 1957. During that year 80 diag- 
noses of prolapsed gastric mucosa were made. This 
represents 14.1 per cent of the total number of gas- 
trointestinal examinations. Some radiologists have 
made the approximation of 15 to 20 per cent; others 
_ believe it to occur much less frequently, in fact 
rarely. This discrepancy may be because prolapsed 
gastric mucosa is frequently associated with duo- 
denitis and duodenal ulcers, as shown in Table I, 
and is overlooked. Another explanation may be that 
differential diagnosis is sometimes difficult, and in- 
correct interpretations of roentgenograms are made. 
Prolapse of the gastric mucosa may occur in con- 
junction with other diseases of the stomach and duo- 
denum. Table I gives the associated disease, the 
number of cases, and the percentage of each case as 
compared with the total number of cases of mucosal 
prolapse diagnosed in 1 year. 


TABLE I—CONDITIONS ASSOCIATED WITH PROLAPSE OF 
THE GASTRIC MUCOSA 


Number Percentage of 

Condition of cases total diagnosed cases 
Sphincteric ulcer 4 5.0% 
Prepyloric ulcer 3 3.75% 
Duodenal ulcer 9 11.25% 
Cardiospasm 2.5% 
Duodenitis 9 11.25% 
Gastritis 1 1.25% 

Totals 28 35.0% 


Twenty-eight patients or 35 per cent of the total 
of 80 patients diagnosed as having prolapse of the 
gastric mucosa had associated gastroduodenal dis- 
orders. Obviously, the prolapsed gastric mucosa 
in the remainder of patients (52 cases or 65 per 
cent) was in itself productive of symptoms. These 
figures would seem to conflict with the opinion that 
this disease seldom produces symptoms or is of no 
clinical significance. 

These 80 cases were divided into three groups 
according to the extent of the prolapse. These 
groups were: minimal, average, and marked degree 
of prolapse. There were 51 cases (63.75 per cent) 
in the minimal classification; 11 (13.75 per cent) 
were in the average category, and 18 (22.5 per cent) 
were classified as marked. Five of these cases (6.25 
per cent) went to surgery with good results. 

There were only slightly more males in this group 
than females. Forty-seven (58.75 per cent) of our 
examinations were performed on males. The average 
age of the male patient with this ailment was 51 
years. There were 33 (41.25 per cent) females with 
this illness. The average female age was 53 years. 
Table II lists males and females according to age 
group and percentage of the total cases diagnosed. 

In both males and females the 40 to 69 year age 
group is most frequently affected. 

A study was made of the month and seasons in 
which these patients were examined by our depart- 
ment. It was found that the condition apparently 
has no seasonal incidence. However, more cases 
were discovered in the fall (30 per cent, as opposed 
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to 25, 26.25, and 18.75 per cent in winter, spring, and 
summer, respectively ). 


TABLE II—INCIDENCE OF GASTRIC MUCOSAL PROLAPSE 
BY AGE AND SEX 


Age group No. cases Percentage of total 

Males 

20-29 3 6.4% 

30-39 5 10.6% 

40-49 15 31.0% 

50-59 9 19.2% 

60-69 12 25.5% 

70-79 3 6.4% 

Females 

20-29 1 3.0% 

30-39 4 12.1% 

40-49 8 24.2% 

50-59 9 27.3% 

60-69 9 27.3% 

70-79 2 6.1% 
Summary 


Although there is some disagreement concerning 
the existence of gastric mucosal prolapse as a sepa- 
rate disorder, a study of the literature and of clinical 
material has suggested that it does exist and that it 
has clinical importance. Clinical signs can be mis- 
leading because of its tendency to simulate other 
conditions, but a definite diagnosis can be made 
roentgenographically. Cardinal signs in roentgen 
differentiation are the umbrellalike formation seen 
when a thin barium solution outlines the prolapsed 
rugae, and a collarlike retention of barium after 5 
hours. The tissue cannot be replaced in the stomach 
during fluoroscopic examination, a situation which 
contrasts with most simulating lesions. 

The incidence of this condition was studied at 
Rocky Mountain Osteopathic Hospital for a 1-year 
period. Eighty cases were found among 557 upper 
gastrointestinal examinations, an incidence of 14.1 
per cent. Associated disorders were found in only 
35 per cent of these cases, suggesting that the gastric 
mucosal prolapse in itself caused sufficient symptoms 
to bring the patient to the physician for help. The 
condition is amenable to medical and surgical treat- 
ment. 3802 Volk Ave. 
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Compazine intoxication in children: 


Report of five cases* 


JANE V. HAMILTON, D.O., and GERALDINE Y. 
DYER, D.O., Los Angeles, California 


During the past few years, the use of the tranquiliz- 
ing drugs for the control of nausea and vomiting has 
proved to be a valuable adjunct in the armentarium 
of the physician. Apparently, however, some physi- 
cians have been administering these drugs complete- 
ly unaware of the possible neurologic side effects 
which can be produced by the group known as the 
phenothiazine derivatives. These side effects have 
recently been observed at the Los Angeles County 
Osteopathic Hospital with the hospitalization of sev- 
eral pediatric patients who have exhibited bizarre 
neurologic manifestations following the administra- 
tion of Compazine, one of the phenothiazine deriva- 
tives. There have been similar reports in the litera- 
ture not only of children’? but also of adults** who 
have shown these extrapyramidal symptoms follow- 
ing use of this drug. 


History and pharmacology 


Intensive study of the phenothiazines has been 
done in France. The French research workers at 
Rhone-Poulenc Laboratories made the original ob- 
servation that prochlorperazine with the trade name 
“Compazine” was an effective antiemetic drug. Since 
1956 it has been utilized effectively as an antiemetic, 
antipsychotic, and as a mild tranquilizer. 

It is currently believed that Compazine has its 
principal action on the higher neural centers in the 
general area of the diencephalon, especially in the 
hypothalamus and the reticular substance. The anti- 
emetic activity is thought to be due to medullary 
activity—a selective inhibition of the chemoreceptor 
trigger zone. Infrequent and transitory side effects 
*From the Los Angeles County Osteopathic Hospital. Dr. Hamilton is 
Head Physician in charge of Pediatrics and Contagious Diseases, and 
Dr. Dyer is Resident Physician, Department of Pediatrics. Project sup- 


ported by the Attending Staff Association of the Los Angeles County 
Osteopathic Hospital, Inc. 
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such as mild drowsiness, vertigo, blurred vision, and 
mild skin reactions may occur in the lower recom- 
mended dosages. Extrapyramidal symptoms are 
usually seen only when higher dosages are used.° 


Case reports 


Case 1 « An 11-year-old white girl was admitted to 
Los Angeles County Osteopathic Hospital with a 
chief complaint of difficulty in opening her mouth. 
She was well until 2 days prior to admission, when 
she began vomiting and was seen by a private physi- 
cian who prescribed 10 mg. prochlorperazine span- 
sules and antibiotics. She took two capsules that day 
and one the next morning. That afternoon her moth- 
er noted that the child had stiffness of her fingers, 
puckering of her lips, rolling up of her eyes, and 
excessive salivation. These symptoms continued 
spasmodically until admission. ‘ 


Examination revealed a well-developed and well-— 


nourished patient lying in bed in no apparent dis- 
tress. Physical examination was essentially negative 
except for spasm of the orbicularis oris muscles. The 
cranial nerves were intact and the reflexes were 
normal. 

A lumbar puncture was performed with findings 
of normal cerebrospinal fluid. 

Several hours after admission, the patient devel- 
oped tonic and clonic spasms of her tongue, and of 
the extensor muscles of her neck, back, fingers, and 
toes. She would open her mouth wide and extend 
her tongue, and then scream; however, she would 
follow commands and was alert. The cranial nerves 
were tested individually and found to be intact. The 
spasms continued for approximately 20 minutes, at 
which time she was given sodium pentobarbital, % 
grain intramuscularly, and subsequently fell asleep. 
The next morning she was symptom-free and was 
discharged 2 days later without apparent sequelae. 


Case 2 « A 5-year-old white girl was admitted to the 
hospital because of stiffness of the neck, poor vision, 
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generalized stiffness of the back muscles, and clench- 
ing of the fists which subsequently developed into 
generalized rigidity of the entire body. 

The child was apparently well until 2 days before 
admission when she developed nausea, vomiting, and 
diarrhea. A diagnosis of gastroenteritis was made by 
a private physician and the patient was given four 
2.5 mg. doses of Compazine intramuscularly over a 
12-hour period. The following day, she received 
three 2.5 mg. doses. Approximately 12 hours follow- 
ing the last injection, the symptoms described above 
began. 

Neurologic examination revealed staring, bilateral 
Babinski’s sign, and hyperactive deep tendon re- 
flexes. She would answer questions correctly, but 
her responses were slow. There was intermittent 
rigidity of her back and extremity muscles. The re- 
mainder of the physical examination revealed no 
abnormal findings. 

Normal cerebrospinal fluid was obtained by lum- 
bar puncture. 

The patient was given an injection of % grain so- 
dium pentobarbital. In about 12 hours she became 
asymptomatic and was discharged. 


Case 3 * An 11-year-old white boy was admitted to 
the hospital with a chief complaint of neck pain. 

Past history revealed that he had been wrestling 6 
days prior to admission, and had been thrown to the 
floor. Three days later he began vomiting. The fol- 
lowing day a private physician was consulted who 
gave the patient an injection of 5 mg. of Compazine 
and instructed him to take one 5 mg. tablet orally 
three times each day thereafter. His neck pain and 
peculiar behavior began the morning of admission, 
or approximately 48 hours after the first injection of 
Compazine. 

General physical examination was essentially nega- 
tive except for profuse perspiration and drooling. 
Neurologic examination revealed the cranial nerves 
to be intact, and all reflexes were normal. Intermit- 
tent spasticity and rigidity of the left sternocleido- 
mastoid and right trapezius muscles were noted 
when his head was turned toward the right. His 
tongue was intermittently spastic and his speech was 
garbled. 

A lumbar puncture revealed normal cerebrospinal 
fluid. 

The above symptoms gradually resolved and in 
24 hours he was asymptomatic except for excessive 
salivation which persisted for 48 hours. He was dis- 
charged asymptomatic. 


Case 4 ¢ A 13-year-old white boy was admitted to 
this hospital because of stiffness of his back and 
lower extremities, and intermittent episodes of 
screaming. 

The history revealed that he had been well until 1 
week before admission when he developed a cold 
associated with nausea and fever. The next morning 
he vomited, and a private physician prescribed four 
5 mg. Compazine suppositories. He was given the 
first suppository at 9:45 in the morning, and another 
at 6:00 in the evening. At 9:00 p.m. he developed 
hallucinations and walked stiffly, but he would an- 
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swer questions correctly. These symptoms persisted 
for about an hour after which time he went to bed. 
At 2:00 a.m. he awoke screaming and again was 
hallucinating and walked stiffly. At 11:00 that morn- 
ing he received another suppository for nausea, and 
at 4:00 in the afternoon he developed stiffness of the 
neck with a torticollis to the right, and stiffness of 
the fingers, legs, jaw, and back. He did not halluci- 
nate at that time. These symptoms persisted until 
admission. 

Physical examination showed a_ well-developed 
boy who complained of pain and stiffness of his back 
and neck muscles. The only significant physical find- 
ings were spasms of his back and posterior cervical 
muscles. The cranial nerves were intact, and the re- 
flexes were normal. 

The cerebrospinal fluid was normal. 

Spasms of neck and back muscles persisted for 24 
hours, and during that time he would scream inter- 
mittently. He was cooperative and would answer 
questions intelligently. The symptoms slowly sub- 
sided, and he was discharged 2 days later. 


Case 5 ¢ A 10-year-old white boy was admitted to 
the hospital because of generalized tonic’ and clonic 
spasms of his muscles. He was well until 6 days 
prior to admission when he developed scarlet fever 
and was placed on penicillin therapy. Four days 
later he began vomiting. At this time the private 
physician prescribed Compazine syrup to be given 
every 6 hours. Although the bizarre neurologic symp- 
toms began after the child was given a total of 40 
mg. of Compazine in the first 24-hour period, the 
parents continued to administer the drug and he re- 
ceived approximately 30 mg. more during the next 
16 hours. 

Physical examination revealed a deeply injected 
throat with petechiae present on the uvula and soft 
palate. A strawberry tongue was noted. A fine, 
papular, erythematous rash covered the entire body. 
The cranial nerves were intact and all of the reflexes 
were normal. He was alert and cooperative. Tonic 
and clonic spasms of the muscles of the back, neck, 
hand, toes, and face were present, making him as- 
sume bizarre positions and grimaces. He was given 
an injection of sodium pentobarbitol and soon fell 
asleep. The next morning the child was neurological- 
ly asymptomatic. 

A specimen of urine taken at admission and one 
taken about 12 hours later were tested for a meta- 
bolite of prochlorperazine (test described below). 
The first specimen gave a positive test for the pres- 
ence of this metabolite but the second one did not. 
The patient was continued on penicillin therapy and 
discharged to home care with no apparent neurologic 
sequelae. 


Discussion 


The symptoms seen in Compazine intoxication re- 
sult from the effect of this drug on the extrapyramidal 
system and are manifested by motor restlessness, 
dystonias, or parkinsonian symptoms. These neuro- 
logic manifestations were well demonstrated in the 
cases presented, by the clinical picture of tonic and 


clonic contractions of the fingers, hands, and ex- 
tremities; stiffness and protrusion of the tongue; in- 
termittent spasms of the neck leading to torticollis; 
transitory contractions of the back muscles; and ex- 
cessive salivation. Two of the patients exhibited 
uncontrolled screaming and one had hallucinations 
before admission. All of the patients were mentally 
alert and would attempt to follow commands. After 
the episodes had resolved, the two older children 
stated that they had been frightened, and that they 
had been unable to control their emotional outbursts. 
None of the patients developed apparent sequelae. 
Only two patients of this group were given more 
Compazine than the maximum daily pediatric dosage 
recommended. Of these two patients, one received 
about 5 mg. and the other 30 mg. above the maxi- 
mum daily dosage. 

Forest and Forest®*’ have described a rapid, sim- 
ple urinary test for the detection of a metabolite of 
phenothiazine-derived drugs. It consists of adding 
1 ml. of a test solution (4 parts of 10 per cent sul- 
furic acid with 1 part of 5 per cent ferric chloride 
solution) to 1 ml. of urine. If the metabolite is 
present, there will be an immediate pale violet to 
dark violet color produced, depending on the con- 
centration of the metabolite in the urine. The test 
is only a qualitative one. Other substances such as 
diacetic acid, phenol, salicylates, sodium bicarbon- 
ate, and antipyrine may also yield a violet or bor- 
deaux-red color. Although the test is nonspecific, 
it is reeommended when Compazine intoxication is 
suspected. 


J. L. McDOUGAL, D.O., JOSEPH A. OWENS, 
D.O., and A. L. KATZOWITZ, D.O., Mount 


Clemens, Michigan 


In this paper we will attempt to demonstrate the 
importance of a trauma team in every hospital that 
operates an emergency service. 

When Mount Clemens General Hospital moved 
from its old building, which contained no facilities 
for emergency treatment, to the new hospital, which 
had complete emergency room service, it soon be- 
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The trauma team 


in the community hospital 


Since there has been increasing evidence that the 
use of Compazine can produce untoward neurologic 
side effects, the administration of this drug in the 
pediatric patient should be used with great caution. 
Other antiemetic drugs which are comparable in 
their effectiveness for nausea and vomiting and 
which have fewer undesirable side effects should be 
used when indicated for this disorder. 


Summary 


Five cases of bizarre neurologic reactions in chil- 
dren following the administration of prochlorpera- 
zine have been reviewed. A simple urinary test for 
the detection of a metabolite of the phenothiazine- 
derived drugs has been described. Finally, the 
cautious administration of this drug to children or 
the use of other less toxic antiemetic drugs is recom- 
mended. 1200 N. State St. 
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came evident that the diagnosis and treatment of 
the severely injured patient required special training. 
The average physician on emergency room service 
could not hope to see enough cases in his once- 
monthly period of duty to become astute in recog- 
nizing all the pathologic conditions that could arise 
from severe trauma. Neither could he gain the 
knowledge necessary to recognize the need and 
priority for many special procedures required in the 
management of patients with multiple injuries. The 
trauma team was therefore organized, since it was 
believed that a small group of men seeing every 
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A trauma team is necessary in a 
community hospital since the 
average physician cannot possibly have 
enough individual experience in 
managing severe trauma to 
recognize need and priority for 
special therapeutic measures ....a 
detailed but flexible plan must be used 


case of this type would become quite proficient in 
the management of this special group of patients. 

This team consists of five persons: a surgeon, an 
internist, and the medical and surgical residents. 
Its members are automatically called upon the ar- 
rival of any patient suffering severe injury. It is not 
the purpose of the trauma team to “take over” a 
patient from the physician on duty, but to assist him 
in proper care of his patient. 

Since its inception, the team has not only learned 
from experience gained in actual emergency work, 
but it has accumulated a library of books and papers 
on the subject of trauma. We have learned the im- 
portance of organization and procedure as well as 
having proper equipment in good order and within 
easy reach. Without organization, five men could be 
attempting to restore the airway while the patient 
silently bled to death from intrathoracic or intra- 
abdominal wounds. Without method previously 
agreed upon, priority of treatment might be neglect- 
ed and multiple lacerations sutured, and fractures 
splinted, while the patient died of shock. If proper 
equipment is not at hand, precious time is lost in 
obtaining it, and minutes or even seconds may mean 
life or death to a severely injured person. 

Without a skilled emergency room nurse, organi- 
zation, method and proper equipment are of no 
avail. She must be able to think and act rapidly, 
and be in two or more places at once. Between ad- 
ministration of medications, assistance with various 
procedures, and procurement of needed equipment, 
she remembers to record vital functions periodically. 
She may be the first to note such things as cyanosis 
in the nails or absence of motion in certain extremi- 
ties. It is useless to provide trauma team service 
without a competent nurse. 


General procedures 


There is no “routine patient” in this field of prac- 
tice, so we do not use a “routine” in approaching any 
case. We have, however, developed a plan of pro- 
cedure which may be easily modified, but which 
assists us in providing the most rapid and complete 
service in any case. 
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Immediate care * We attempt to have a canvas 
stretcher on the emergency room table before the 
patient is transferred from the ambulance carrier. 
This facilitates later moving of the patient for x-rays 
or into bed. 

The first procedure undertaken after the patient 
is on the table is to establish the patency or ade- 
quacy of the airway. A tracheotomy is performed at 
once if the patient is comatose, has an injury pro- 
ducing bleeding into the pharynx, or has had severe 
injury to the thorax or head. Oxygen is adminis- 
tered to all patients having head injuries, thoracic 
injuries, or shock. While the airway is being cleared, 
another member of the team is obtaining the initial 
blood pressure level. This is recorded by the nurse 
and charted again at frequent intervals. 

Laboratory personnel now obtain blood for typing 
and, if bleeding is present or suspected, cross-match- 
ing. The team is advised of the amount of compati- 
ble blood available in the bank, and procedure is 
instigated for obtaining more if necessary. If x-ray 
personnel are not on duty at the time, a technician 
is called. Only gross bleeding is controlled at this 
time by pressure or ligature. Lacerations are cov- 
ered and wrapped with a pressure bandage if nec- 
essary, but suture is delayed for hours or days. 

Next in importance after securing an adequate 
airway is the treatment of shock. While the airway 
is being cleared, another member of the team has 
begun a cut-down for the insertion of a polyethylene 
venous catheter. This is done even when the veins 
are apparently adequate, because we have seen 
shock develop rapidly at a later time, causing col- 
lapse of all veins and attendant difficulty of starting 
intravenous infusions. Recently, we have used a 
sterile set consisting of a needle which may be in- 
serted into the vein and: through which a plastic 
tube is threaded into the vein. The needle is then 
withdrawn and used as the adapter for attachment 
of the infusion tubing. 

If we plan to use Levophed, the cut-down is done 
in an upper extremity because there is danger of 
local reaction if this agent is given in veins of the 
leg. If bleeding is evident or suspected, plasma is 
given until blood is available. If shock is believed 
to be neurogenic, Levophed is administered and one 
person is assigned the task of maintaining an ade- 
quate blood pressure with the proper regulation of 
flow of this vasopressor. 

All clothing is now cut away and removed and 
blankets are applied, so that proper and complete 
examination is possible. The head is first inspected 
for hematomas and for the state of the pupils. The 
degree of pupillary constriction or dilatation is re- 
corded, and a rapid examination to determine the 
presence or absence of muscle function is made. 

The thorax is examined for equality of expan- 
sion, palpated for evidence of rib fracture or sub- 
cutaneous crepitus, and auscultated for the presence 
or absence of breath sounds bilaterally, for rales 


- that might indicate bleeding into the pulmonary 


structures, and for evaluation of cardiac status. 
Examination of the abdomen is facilitated if the 
patient is conscious and can notify the examiner of 


the presence and location of pain or tenderness; 
however, much can be learned from careful palpa- 
tion repeatedly done, so as to note any change in 
muscle guarding or rigidity. The circumference of 
the abdomen is measured and recorded, a steel tape 
being slipped under the patient. Increase in this 
measurement over a given period may indicate intra- 
abdominal hemorrhage or the development of ileus. 

By this time, another team member has examined 
the extremities for fracture, and splints are applied 
where necessary. If a femur or humerus is fractured, 
the circumference of the thigh or arm is measured 
and recorded; we have found that massive “hidden” 
bleeding can occur around these fractures. 

During this time, pain and delirium have been 
controlled by a mixture of equal parts of Demerol, 
Phenergan, and Thorazine, 25 to 50 mg. of each, as 
often as required. Recently we have added Lorfan 
to this mixture to combat the respiratory depression 
caused by Demerol, and caffeine or Metrazol have 
been used if indicated. It would seem that most 
serious accidents occur shortly after the stomach has 
been filled with beer, pizza, and other highly colored 
and malodorous ingredients. In all comatose pa- 
tients, a large stomach tube is passed and the con- 
tents of the stomach evacuated, as the danger of 
aspiration of vomitus is great. If there are head or 
abdominal injuries, a Levin tube is then left in 
place. 

Someone has by now found time to insert a cathe- 
ter into the bladder, noting the ease of passage and 
the presence or absence of blood, and if blood is 
present, whether it is present only initially or evenly 
interspersed through the contents of the bladder. 


Secondary care * We then stop and re-evaluate the 
situation, and this is important: Has the patient’s 
condition responded to the measures utilized or has 
it not? If not, do we know why? If we do not 
know why, further procedures are necessary, but 
what? 

We know that head injury alone does not produce 
shock. Neurogenic shock, unless overwhelming or 
prolonged enough to become irreversible, is cor- 
rected by relief of pain and Levophed. Therefore, if 
shock still persists, we have learned by sad experi- 
ence that either the patient has lost much more 
blood at the accident scene than was reported or 
that bleeding is continuing internally. If the ab- 
domen is splinted or the flanks are full, we suspect 
intra-abdominal or retroperitoneal bleeding; if the 
thigh around a fractured femur has grown in size, 
we may believe excessive loss is occurring there. 
However, if none of these signs is present, we still 
give blood and give it as rapidly as possible. It is 
our practice to give blood until the lines in the palm 
of the hand are of a normal color, and we consider 
this so important that we have termed it the “life 
line sign.” 

If we know where bleeding is occurring, the sur- 
gical team is called, but if we are still in doubt we 
perform roentgenography. Unless depressed fracture 
of the skull is suspected we do not study the skull 
now, but we always take films of the chest, pelvis, 
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The adequate airway takes precedence 
over all other manifestations 
of the case. Shock must be properly 
treated, early. Only gross bleeding 
should be controlled during the 
period of resuscitation, with suturing 
and other manipulations delayed 
until vital functions are stable 


and upper thighs. The chest plate is made with the 
patient in a modified Fowler’s position, to demon- 
strate fluid levels in pleural spaces or air under the 
diaphragm. In this way we may determine whether 
a pleural space is filled with blood or a lung is col- 
lapsed, or whether there are fractures of the pelvis 
or thigh. Only if the patient’s condition is favorable 
is he moved to the x-ray department; otherwise 
a mobile unit is utilized. We may often get poor 
films with the mobile unit, but they are better than 
no films at all; they are adequate to indicate that 
we must aspirate blood from the pleural space, or 
re-expand a lung, or that pelvic fracture is probably 
causing the sought-for bleeding. An intravenous 
urogram may be done if renal damage is suspected. 
Although less than perfect films are acceptable for 
immediate use, perfect positioning is essential to 
demonstrate completely the areas examined. 

Another cause of persistent shock, along with 
blood loss and anoxia, is myocardial infarction or 
contusion. Infarction is especially likely to occur in 
the older age group where a drop in blood pressure 
due to trauma or blood loss may precipitate an 
acute episode. In these persons it must be remem- 
bered that they may be in shock with a systolic 
blood pressure of 110 if their previous blood pres- 
sure was 200 or 250. Myocardial contusion should 
be suspected when a force has been applied to the 
anterior chest, as in “steering wheel injuries.” An 
electrocardiogram taken in the emergency room will 
show changes caused by contusion and may show 
the early changes of an infarction. 

Persistent coma is usually caused by brain injury. 
Brain injury of a lesser degree produces some of the 
wildest, most uncooperative patients imaginable; 
these patients require straps and sedation before 
even the earliest resuscitative maneuvers can be 
carried out. Widely dilated and fixed pupils are an 
extremely poor prognostic sign, usually indicating 
irreversible damage to the central nervous system. 
Similarly, bilaterally contracted and fixed pupils - 
generally indicate damage of the brain stem which 
also is usually fatal. If there is a localizing sign 
such as unequal pupils or a depressed fracture, neu- 
rosurgical consultation is called. 
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As the patient leaves the emergency room for 
the operating room or bed, the frenzy and “glamor” 
are over, but there still remains an extremely im- 
portant phase of management, the period of observa- 
tion by the house staff. If a tracheotomy has been 


performed, a special nurse is essential for frequent 


aspiration and toilet of the tube. Pulse, respiration, 
and blood pressure must be evaluated at least hour- 
ly, because a patient with nothing more than a 
fractured femur can silently bleed to death during 
the night. This period of observation is continued 
until vital functions are well stabilized. Only then, 
even if it be several days later, are extensive repairs 
and reduction of fractures undertaken. Patients with 
multiple severe injuries require consideration of each 
injury with much more respect to detail than if any 
one of the injuries existed alone. 


Illustrative cases 


Case 1 ¢ A 20-year-old woman was pinned beneath 
her automobile following its collision with another 
car. On admission, she was unconscious and cya- 
notic. Multiple facial lacerations were present, blood 
was escaping from the right ear canal, and there was 
stridor indicating airway obstruction. A large area 
of arm and thorax had been burned by the exhaust 
system of the car. Blood pressure was unobtainable, 
and the pupils were bilaterally constricted and non- 
reactive. Aspiration of the pharynx failed to relieve 
obstruction, and a tracheotomy was performed and 
oxygen administered. Twenty mg. of Aramine ad- 
ministered subcutaneously elevated blood pressure 
to 145/90, and the pulse was obtained at a rate of 
150. Cedilanid was administered intramuscularly, 
and hypertonic glucose given through a cut-down 
to reduce cerebral edema. (We now use intravenous 
urea instead of hypertonic glucose solution for this 
purpose. ) 

A roentgenogram of the thorax revealed partial bi- 
lateral pneumothorax. The left lung was expanded 
by a thoracentesis needle connected by a polyethyl- 
ene tube to a water trap. As this lung expanded the 
blood pressure again fell to 60/0. Administration of 
500 cc. of whole blood was followed by intravenous 
Levophed, which temporarily elevated the blood 
pressure to 90/40. When blood pressure again 
dropped to 70/0, an additional 500 cc. of blood were 
given, again elevating it to 110/50. A second chest 
x-ray now revealed expansion of the left lung but 
complete collapse of the right. The patient was no 
longer cyanotic, so re-expansion was not attempted. 
In spite of continuous administration of Levophed, 
the blood pressure again fell, and the patient died 6 
hours after admission. 

Autopsy revealed two skull fractures; slight intra- 
abdominal and marked retroperitoneal hemorrhage, 
the latter resulting from fracture of the pubic ramus; 
collapse of the lungs with an area of infarction in 
one; petechial hemorrhage over the pericardium and 
_ the endocardium; and two small fractures of the 
iver. 

This patient had bilaterally contracted pupils and 
would most certainly have died from cerebral dam- 
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age, but certain aspects were inadequately managed 
and facts were obtained that have helped us to save 
lives since that time. Shock is never caused by brain 
damage alone. In this case, since there was little 
visible bleeding and the abdomen and flanks re- 
mained soft, we believed the shock to be neurogenic 
in nature. We had not yet learned of the “life line 
sign,” and autopsy disclosed that blood replacement 
had been grossly inadequate. Now we expect blood 
loss in certain fractures, as described earlier in this 
paper. In addition, the right lung should have been 
re-expanded because adequate oxygenation is of 
paramount importance in head injuries; the absence 
of cyanosis simply indicated that gross oxygen lack 
or circulatory failure was not present. The fracture 
of the liver was not of great enough extent to pro- 
duce much bleeding and would have caused no trou- 
ble unless further traumatized by rough handling in 
moving the patient from table to cart to bed. 


Case 2 ¢ A 39-year-old man was admitted 20 to 30 
minutes after his automobile had been involved in a 
head-on collision with another vehicle. The engine 
of his car had pinned him to the seat. 

He was conscious and rational, and he complained 
of inability to breathe and of severe pain in his 
thighs. There was no evidence of obstructed airway 
or of head injury. Abrasions were present over the 
left anterior thorax. Auscultation revealed normal 
breath and heart sounds. Tachycardia was present, 
and blood pressure was 105/70. There was some 
guarding in the upper left quadrant of the abdomen, 
but no true rigidity. Both lower extremities were 
greatly distorted. 

Pain was somewhat alleviated by narcotic admin- 
istration. Plasma was started immediately, as the 
blood pressure fell to 90/0, until blood became avail- 
able (a total of 2,000 cc. of whole blood in 12 hours 
was necessary to stabilize blood pressure because of 
continuous hemorrhage into the thighs). 

Thomas traction splints were applied to the lower 
extremities. Roentgenograms were obtained, using 
the mobile unit, of the chest, abdomen, and pelvis. 
These films showed neither pneumothorax nor hemo- 
thorax, but demonstrated fracture of the left fifth to 
eighth ribs and the presence of approximately half 
the stomach in the left chest. A Levin tube was im- 
mediately inserted into the stomach to decompress 
that organ; this allowed more expansion of the lung. 

The abdomen remained unchanged; no blood was 
present in the gastric aspirate or in the urine, and it 
was therefore assumed that all bleeding was oc- 
curring at the site of the fractures in the lower ex- 
tremities. No evidence of myocardial damage was 
demonstrated by an electrocardiogram recorded in 
the emergency room. At this time, the patient was 
transferred to bed where his condition improved 
and appeared to stabilize after administration of the 
previously mentioned blood. A rib belt, intravenous 
procaine, and intercostal nerve blocks were utilized 
in an attempt to control the chief cause of pain in the 
lower thorax. Parenteral maintenance of nutrition, 
fluid, and electrolyte balance was accomplished, and 
the patient's condition was deemed satisfactory. 


Consideration was given to repair of the ruptured 
diaphragm, but it was felt by two consultants that 
more satisfactory results would be possible if the 
operation was delayed until the local acute results 
of trauma had diminished. 

On the fourth hospital day the lower extremities 
were immobilized by skeletal fixation with a bilateral 
hip spica cast. At that time we attempted to discon- 
tinue gastric suction in order to reduce the amount 
of parenteral fluids and electrolytes required. How- 
ever, when suction was withheld for 1 to 2 hours, the 
stomach would distend above the diaphragm, pro- 
ducing pain and respiratory distress. For this reason 
the question of surgical repair was reconsidered, and 
it was decided that correction of the defect in the 
diaphragm was imperative. At this time, however, 
rales developed in the left lung base and the tem- 
perature rose to 105 F. Antibiotics, Alevaire, and ex- 
pectorants were administered as well as oxygen. On 
the seventh hospital day, pulmonary edema devel- 
oped which responded to intermittent positive pres- 
sure oxygen. Diuretics were given at this time. 

On the following day, sudden respiratory distress 
recurred, accompanied by shock. Pulmonary edema 
again responded to positive pressure oxygen, but 
shock did not respond to vasopressors, and death 
occurred. 

An autopsy was performed, and the stomach was 
found to occupy almost the entire left chest cavity. 
In addition there were pulmonary infarction, fat em- 
bolism of the lungs, bilateral multiple renal infarc- 
tions, and traumatic pancreatitis with fat necrosis. 
Death was attributed to shock, resulting from pulmo- 
nary emboli. It probably would have occurred in 
any event; however, would the patient have had a 
better chance to survive the shock of embolization if 
he had had full use of both lungs? This is one other 
example of the necessity of maintaining full expan- 
sion of both lungs in cases of multiple injury, where- 
as even complete collapse of one lung might be no 
cause for drastic action in an otherwise uncomplicat- 
ed case. 

One extra lesson from this patient is that positive 
pressure oxygen plus herniation of the stomach 
through the diaphragm may produce gross dilatation 
of the stomach, and disaster. However, if it is nec- 
essary to use oxygen under pressure, the trachea 


should first be intubated. 


Case 3 ¢ Another rather typical case is that of a 
47-year-old man who had crashed his automobile 
into a pole, and had been found lying in a pool of 
gasoline. He presented a typical picture of shock, 
with blood pressure of 60/0, pulse rapid and weak, 
and coldness of the extremities. He was also inco- 
herent, vomiting frequently, and intermittently laps- 
ing into coma. There was gross deformity of both 
right extremities and multiple lacerations of the face. 
Plasma was started while blood was being made 
available, and a venous catheter introduced through 
a cut-down. The posterior pharynx was filling with 
blood from nasal hemorrhage, and a tracheotomy 
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was performed and suction of the bronchial tree es- 
tablished. Splints were applied to the fractured ex- 
tremities. Roentgenograms were obtained of the 
chest, abdomen, and pelvis, using the mobile x-ray 
unit; these films were negative. The patient was 
transferred to bed, where oxygen, which had been 
started at once in the emergency room, was contin- 
ued. This transfer took place 1% hours after his ad- 
mission. 

A Levin tube with intermittent suction and a 
Foley catheter were introduced. Much blood was 
aspirated from the stomach, and transfusions were 
continued until a total of 2,000 cc. was given, and 
his “life line” was finally a normal color. The follow- 
ing day, Buck’s extension was applied to the lower 
extremity. An electrocardiogram suggested subepi- 
cardial damage, and the patient's condition remained 
critical for several days, with blood pressure finally 
stabilizing at 130/70. 

Roentgenographic studies revealed multiple com- 
minuted fractures of the right humerus, radius, ulna, 
and femur. Four days after admission, the facial lac- 
erations which had been protected by wet Zephiran 
dressings were repaired. On the sixth day, open re- 
duction and fixation of the femoral fracture were per- 
formed, and 7 days later the same procedure was 
carried out on the humerus. One week later the frac- 
tures of the forearm were reduced and fixed. He was 
discharged in good condition 1 month after his acci- 
dent. 

The man owes his life to three factors: 

1. He hit a pole instead of a tree; poles break off. 

2. He received adequate blood replacement. There 
is no way of measuring blood on the ground or in a 
pool of water at an accident scene, on the blanket 
and floor of the ambulance, or in this case, that ooz- 
ing into the respiratory tract and stomach or oc- 
curring around the multiple fractures. Blood counts 
and hematocrit determinations are totally unreliable, 
and only by physical findings can the proper replace- 
ment be accomplished. 

3. The necessary operative procedures were judi- 
ciously carried out. A trip to the operating room on 
the night of admission would have been only a side 
trip on the way to the morgue. 


Summary 


A trauma team is necessary in a community hospi- 
tal since the average physician cannot possibly have 
enough individual experience in managing severe 
trauma to recognize need and priority for special 
therapeutic measures. In order that patients with 
multiple severe injuries receive proper care, a de- 
tailed but flexible plan must be used. The adequate 
airway takes precedence over all other manifestations 
of the case. Shock must be properly treated, early. 
Only gross bleeding should be controlled during the 
period of resuscitation, with suturing and other ma- 
nipulations delayed until vital functions are stable. 
The patient must remain under close, trained super- 
vision, sometimes for many hours. Adequate, efficient 
nursing personnel are essential. 
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A study of an epidemic 


of swimming pool granuloma* 


ROY L. CLEERE, M.D., Director, Colorado State 
Department of Public Health, Denver; CECIL S. 
MOLLOHAN, M.D., Chief, Epidemiology and Tu- 
berculosis Control, Colorado State Department of 
Public Health, Denver; and MARY S. ROMER, R.N., 
Nursing Consultant, Communicable Disease Center, 
Public Health Service, Department of Health, Edu- 
cation and Welfare, Atlanta, Georgia 


Reference is frequently made to the “team approach” 
in the modern practice of medicine. In public health, 
the art or science of epidemiology exemplifies the 
“team approach” to the highest degree. Epidemiology 
can be overlooked in the complexities of medical 
practice or given an unimportant role; but it is still 
necessary to use all the skills of epidemiologic in- 
vestigation to uncover outbreaks and the source of 
diseases that may affect groups of people. The con- 
tribution of many individuals makes this report pos- 
sible and I want to give all credit due these persons 
for their work in this investigation. 

The identification of an outbreak of lesions of the 
skin due to Mycobacterium balnei with the source of 
infection a swimming pool in a resort town in Colo- 
rado is an example of epidemiology with the contri- 
bution of practicing physicians, nurses, laboratory 
research, public health engineering, and school ad- 
ministrators. When one child skins an elbow and 
tumor development occurs there is not too much 
concern, but when scores or hundreds of children 
have the same condition, it is a different story. 

Early in June 1959, a Grand Junction dermatolo- 
gist reported to the Mesa County Health Department 
several cases of lesions of the elbow reportedly ac- 
quired after swimming in a pool in Glenwood 
Springs. This information reached the Colorado State 
Department of Public Health at the same time a 
similar report was received from a Glenwood Springs 
physician. The practicing physician is the key person 


*Presented at the annual meeting of the Colorado State Osteopathic As- 
sociation, Colorado Springs, April 1, 1960. 
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in initiating the investigation of outbreaks, as he is 
called upon to treat the patients and is aware of 
either an unusual disease entity or a frequency of a 
recognized illness which suggests an epidemic in 
magnitude. 

A nurse epidemiologist, assigned to the State 
Health Department by the Public Health Service, 
visited Glenwood Springs on a preliminary investiga- 
tion. Visits with physicians, public health nurses, and 
parents indicated community awareness of a condi- 
tion which was generally called “sore elbow,” which 
was thought to come from either the swimming pool 
or the school desks. About 40 cases were listed from 
these informal reports; all cases were in school chil- 
dren. Since schools were closed for the summer it 
was not possible to do intensive case finding at this 
time. 

During the summer months, investigations of clin- 
ical aspects of the cases and public health engineer- 
ing and laboratory studies of the pool were made. 
The National Jewish Hospital at Denver undertook 
pathologic and bacteriologic studies of tissues ob- 
tained from infected children by punch biopsy, and 
performed bacteriologic studies on water and silt 
samples taken from the pool. The laboratory studies 
confirmed the infections to be due to Mycobacterium 
balnei and the same organism was obtained in almost 
“pure culture” from the pool. The literature reports 
a similar disease entity caused by Mycobacterium 
balnei in pools in Sweden, but in fewer numbers of 
cases than apparently were involved in the Glen- 
wood Springs outbreak. 

At the start of school in September, further case 
finding was instituted. A leaflet had been prepared 
to give parents, teachers, and pupils information on 
the nature of the outbreak. A bulletin was posted in 
the junior and senior high schools in Glenwood 
Springs directing pupils to report to. the school or 
public health nurses if they had or had had “sore 
elbows” or similar lesions on other parts of the body. 
An additional 84 cases were found through this 
method. 

In an epidemiologic investigation, no lead that 


al 


will give supporting or clarifying information must 
be overlooked. The Swedish literature had indicated 
that Mycobacterium balnei infections had converted 
tuberculin tests from negative to positive. Informa- 
tion was available on the test status of most of the 
children as there had been routine tuberculin patch 
testing programs in the Garfield County schools in 
1957 and 1958. Seventy-one pupils with known skin 
lesions were given the Vollmer patch test, with a 
resulting 85 per cent positive reaction. Of the posi- 
tive reactors, 91 per cent had converted since their 
tests of the previous 1 or 2 year interval. 

Mass tuberculin patch testing was done on pupils 
in selected grades and the junior and senior high 
schools. Table I shows the results of tuberculin test- 
ing; the total of positive reactors was far greater than 
would normally be expected in children in a com- 
munity in which the tuberculosis rate was low. In- 
spection and interrogation was done by public health 
nurses on all positive reactors to determine if there 
were unidentified or forgotten lesions. A character- 
istic lesion was accepted as a case. 

Organized case-finding activities have been con- 
cluded with a total of 262 persons who now have or 
have had during the last 5 to 7 years the typical 
granulomatous lesions of the skin. All reported onset 
of the infection within 2 to 4 weeks after swimming 
in the Glenwood Springs pool. Undoubtedly there 
are many more cases but we feel that nothing would 
be added to our present knowledge by spending 
more time in further case finding. 

The Glenwood Springs pool is famous as a warm 
mineral water pool. Hot water from mineral springs 
was cooled with water from the tail race of the 


power plant to approximately 82 to 85 F. It was not. 


possible to obtain a chlorine residual in this water, as 
reaction of the chlorine with the minerals formed a 
precipitate which bound the chlorine in chemical 
combination and in addition caused turbidity which 
obscured the bottom of the pool. The walls of the 
pool were of rough field stone which were exposed 
above the water level and were covered with a thin 
coating of rough concrete below the water line. A 


Fig. |. Typical granulomatous lesion of approximately 3 months’ 
duration. Typical crater formation is visible in the center. 
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Fig. 2. Granulomatous lesion on elbow, of 6 months’ duration, 
showing characteristic spongy granulation with some satellite le- 
sions. 


rope on which swimmers supported themselves ex- 
tended around the pool a short distance over the 
water line. The pool was of a “draw-and-fill” opera- 
tion; the pool was emptied one day each week, 
scrubbed and hosed and then refilled, after which 
there was a continuous flow of water through the 
pool. However, because of the rough surface of the 
walls and the many crevices in and between the 
stones, it was not possible to completely drain all 
water even when it was assumed to be empty. When 
the pool was under suspicion in early summer, the 
operators tried various means to more adequately 
disinfect the pool, including scrubbing with chlorine 
solution and using chlorine solution in pressure 
hoses; however, a few days after refilling, Mycobac- 
terium balnei could again be isolated from water 
samples. On January 4 of this year, the operators 
voluntarily closed the pool for complete remodeling 
and redesigning. The State Department of Public 
Health will give all other warm mineral water pools 
in Colorado very careful checking when they reopen 
for seasonal operation in the spring, to be sure simi- 
lar conditions do not exist. 

It has been mentioned that tuberculin tests showed 
positive reactions even though the apparent causa- 
tive organism was Mycobacterium balnei. This leads 
to speculation as to the limitation of the tuberculin 
test as a tuberculosis case-finding tool. More investi- 
gation will be needed before all implications of this 
point are clarified. 

The clinical and laboratory findings of this disease 
are of considerable interest. Lesions appeared 2 to 4 
weeks after swimming in the pool. Typical early le- 
sions were rice-grain sized reddish papules which in 
about 2 weeks enlarged to approximately the size of 
a pea and became somewhat hardened and purple- 
red in color. Some opened and drained slightly at 
this state. The lesion then became covered by brown- 
ish crusts or scales under which was a shallow ulcera- 
tion or crater containing a small amount of greyish 
secretion. The main lesion was frequently surrounded 
by satellites. Figures 1, 2, and 3 show the character- 
istics of the lesions. 
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Fig. 3. Granulomatous lesion of 7 years’ duration, showing marked 
scarring. 


During the acute stage, there were no systemic 
symptoms and no apparent enlargement of the re- 
gional lymph glands. Tenderness and pain were re- 
ported when the involved area was bumped. Healing 
was gradual, leaving reddish scar tissue. In some 
cases excision for cosmetic reasons gave good results, 
while in others surgical intervention appeared to re- 
activate and spread the satellite lesions. 

The elbow was the site of the lesion in 85 per cent 
of cases. In 7 cases, both elbows were involved at 
the same time. The knee was the site in 20 cases. 
The predominance of elbow lesions suggests that 
abrasions of the elbow occurred when swimmers 
supported themselves on the “grab line,” bringing the 
elbow in contact with the rough pool wall. Almost 
without exception, those having lesions on sites other 
than the elbow reported abrasions at the site, either 
before entering the pool or sustained in the pool. No 
lesions on the face were reported. 

Fifteen biopsy specimens were cultured on oleic 
acid-albumin agar, and colonies of acid-fast bacilli 
were obtained in 8 to 12 days of incubation at 30 C. 
The organisms showed photochromogenicity, being 
white on removal from the incubator but turning 
yellow, then orange, when exposed to daylight. Biop- 
sy specimens and cultures of water and silt from the 
pool produced the same organisms. Figure 4 shows 
the tissue section of a case of 3 months’ duration, 
with an acid-fast bacillus slightly longer and wider 


Fig. 4. Section of skin from elbow lesion of 3 months’ duration. 
Tubercle formation is seen, upper left, with giant cell formation. 


than the tubercle bacillus with marked transverse 
banding. The above characteristics established the 
organism to be Mycobacterium balnei. 

Tissue sections showed areas of polymorphonu- 
clear formation with very definite walling off of the 
granulomatous tissue. Tubercle formation showed 
giant cells (Fig. 5). Pathology studies indicated that 
the infections do not extend below the corium, and 
the walling-off process tends to localize the scar tis- 
sue formation in a majority of cases. 

As was mentioned earlier, Swedish investigators 
found that infections with Mycobacterium balnei 
caused previously negative tuberculin reactions to 
convert to positive. Routine tuberculin testing had 
been done in the Garfield County schools in 1957 
and 1958. A review of the results of the testing 
showed 4 to 6 times as many positive reactors in 
children over age 10 as in those 5 to 9 years old. 
This fact, along with finding 60 positive tuberculin 
reactors among 71 Mycobacterium balnei infected 
cases tested earlier, indicated that a study of the 
tuberculin reaction should be made a part of this 
study. 

All junior and senior high schools and selected 
elementary grades in Garfield County schools were 
Vollmer patch tested. The results of the testing are 
shown in Table I. The total positive test rate was 
4.3 per cent among those with no history of granulo- 
ma, compared to 82 per cent among those having 


TABLE I—RESULTS OF VOLLMER PATCH TESTS, COMPARING CHILDREN WITH AND 


WITHOUT GRANULOMATOUS LESIONS, IN GARFIELD COUNTY SCHOOLS, COLORADO, 1959 


With lesions 


Without lesions 
Age Number Number Per cent Number Number Per cent 
group tested positive positive tested positive positive 
5-9 739 20 2.7% 6 4 67.0% 
10-14 383 21 5.4% 112 94 84.0% 
15-19 341 22 6.4% 58 46 80.0% 
Totals 1,463 63 4.3% 176° 144° 82.0% 


®Excludes 9 cases in which age was unknown or patients were over 20 years of age (7 with positive patch test results). 
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Fig. 5. Tissue section from a case of 3 months’ duration, showing 
an acid-fast bacillus with distinct transverse banding. 


the infection. This difference could not be accounted 
for on the basis of exposure to tubercle bacilli. 
Chest x-rays were done on all positive reactors and 
none showed pathologic change suggestive of tuber- 
culosis. One hundred and sixteen or 77 per cent of 
the positive reactors had converted from negative to 
positive since their last test 1 to 2 years before they 
developed granulomas. 


GERARD K. NASH, D.O.,+ Sharon, Pennsylvania 


Man-made radioisotopes have now been in use less 
than 25 years. Despite this relatively short time of 
use, radioisotopes are becoming well established in 
’ the field of medicine. 


Licensure of osteopathic physicians 


In 1957 the United States Atomic Energy Commis- 
sion listed 1,598 physicians and medical institutions 


*Presented at the annual meeting of the American Osteopathic College 
of Radiology, Los Angeles, October 27, 1959. 

+Chairman, Department of Radiology and Division of Nuclear Medi- 
cine, Shenango Valley Osteopathic Hospital, Farrell, Pennsylvania. 
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Summary 


A total of 262 cases of granulomatous lesions of the 


skin were reported in persons who had been swim- 
ming in the Glenwood Springs pool. Laboratory find- 


ings on biopsy tissue and water from the pool indi- 


cated Mycobacterium balnei to have been the causa- 


tive organism. The elbow was the site of 85 per cent 
of the lesions. Eighty-six per cent of reported cases 
were in patients between 10 and 19 years of age. 

Tuberculin testing (Vollmer patch test) was done 
on 1,648 children in the community. Among those 
with no skin infections there was a total positive test 
rate of 4.3 per cent, compared to a rate of 82 per 
cent for those with lesions. 

Of 185 persons with granulomatous lesions tested, 
151 (82 per cent) showed positive tuberculin reac- 
tions, 77 per cent of these having converted since 
their last patch test was performed, 1 to 2 years be- 
fore development of the skin lesions. Chest x-rays 
taken on all positive reactors and granuloma cases 
showed no pathologic change suggestive of tubercu- 
losis. 

The observations of two practicing physicians of 
an unusual disease entity, which was then reported 
to the State Department of Public Health, triggered 
an epidemiologic investigation which led to the 
identification of a disease of considerable magnitude 
and correction of the source of the infection. 


Diagnostic use of 
radioisotopes” 


as being licensed to use radioisotopes.’ Of this num- 
ber there were only about a half-dozen osteopathic 
physicians and osteopathic institutions licensed to 
use radioisotopes, and these physicians and institu- 
tions were widely scattered throughout the United 
States. 

To remedy the obvious shortage of trained and li- 
censed osteopathic physicians able to use radioiso- 
topes, a course in theoretic and clinical instruction 
was instituted jointly at Detroit Osteopathic and Bay 
View hospitals, under my direction. The first major 
course was held in June 1958. The course and its 
participants were approved by the Atomic Energy 
Commission, and the way was paved for more wide- 
spread participation by osteopathic physicians in the 
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field of nuclear medicine. Since this first course in 
June 1958, there have been three other courses at 
Bay View Hospital, one at the Kansas City College 
of Osteopathy, and one at the Chicago College, 
which have resulted in about 60 additional osteo- 
pathic physicians becoming qualified for licensure to 
use radioisotopes. Additional and more advanced 
courses are now being planned to include the thera- 
peutic as well as diagnostic usage of radioisotopes. 
The basic requirements for licensure? for use of 
radioisotopes are as follows: 
1. Physician licensed in state in which he will 
employ radioisotopes. 
2. Basic radioisotope training 
a. Principles and practices of radiologic health 
safety 
b. Radioactivity measurement 
c. Mathematics and calculations basic to use 
and measurements of radioactivity 
d. Biologic effects of radiation 
e. Actual use of by-product material for which 
application is being made. 
3. Active clinical participation 
a. Examination of patients to determine suita- 
bility for radioisotope use 
b. Collaboration in calibration and administra- 
tion of dosages, including related measure- 
ments and plotting of data 
c. Active period of training and experience 
d. Study and discussion of case histories. 
Following is a description of some of the more 
common tests available through newly licensed os- 
teopathic physicians. 


Determination of thyroid function 
with radioiodine 


This is at present the most commonly performed 
procedure in the field of nuclear medicine. The basis 
for the use of I*** is as follows: The thyroid is the 
only body organ that extracts appreciable amounts 
of iodine from the circulation. The percentage of 
I'*? extracted gives a valuable clue to the function of 
the thyroid. Of the several tests used to determine 
function, the 24-hour thyroid uptake of I’? is the 
most common. 


Basic test * The procedure for a 24-hour thyroid up- 
take of I***, four-quadrant technic is as follows: A 
10 to 20 microcurie tracer dose of I**! is adminis- 
tered orally, preferably in capsule form. The capsule 
is followed with a glass of water. Twenty-four hours 
later the patient returns for the few minutes neces- 
sary to determine the radiation emanating from the 
thyroid gland. In the four-quadrant technic, the scin- 
tillation counter is placed at successive positions 
around the neck; anterior, right and left lateral, and 
posterior (Fig. 1). The radiation is determined from 
a standard, equal in radioactivity to the capsule ad- 
ministered, and the per cent of thyroid uptake de- 
termined. 
Interpretation of results is as follows: 
Hypothyroid range: 0 to 15 per cent 
Euthyroid range: 15 to 35 per cent 


24 HOUR IODINE UPTAKE STUDY 


Isotope Data: 
HOSPITAL: 


Patient: - 
Administration: Date: 2 June 1959 


Uptake Study: Date: - 2 Sune 1959 — 


DATA: 


Register Decimal 
Anterior (1 min) 
R. Lateral (1 min) 
L. Lateral (1min) .38____ 52 
Total 167____ 70 
yl 92 Decimal 
total : 
Avene Standard (1 min) (10 
? 
(1 min) Background (1 min) 4 10 
Net Neck Count Net Standard Count 250. 
(average minus (average minus 
background) background) 
PERCENT UPTAKE: 
Net Neck Count x 100: 3410 


Net Standard Count 150,00 


CALCULATIONS: 
Fig. | 


Hyperthyroid range: 35 to 100 per cent. 


Diagnostic interpretation * Uptakes between 5 and 
15 per cent are considered to be compatible with 
hypothyroidism but do not establish a diagnosis. 
Should the low uptake value not coincide with clin- 
ical findings, the possibility of interference with the 
test by drugs, foods, and so forth must be carefully 
ruled out.* 

An uptake of 0 to 5 per cent is consistent with 
myxedema. To differentiate primary myxedema from 
secondary or pituitary myxedema a test with TSH 
(thyroid-stimulating hormone from the anterior lobe 
of the hypophysis) is performed. In primary myx- 
edema there will be no increase in I*** uptake while 
in secondary myxedema there will be an appreciable 
increase in the I*** uptake following the administra- 
tion of TSH.* 

Uptakes of 15 to 35 per cent are considered com- 
patible with euthyroidism. However, values of 10 
to 15 and 35 to 45 per cent may be found in clin- 
ically euthyroid patients. When such values are 
found it may be necessary to perform additional tests 
such as the protein-bound iodine, basal metabolic 
rate, blood cholesterol, and thyroid suppression for 
differentiation.® 

The thyroid suppression test is useful when the 
uptake value is found to be above normal but there 
remains a question of differential diagnosis. One of 
two methods may be employed. 

1, Twenty-five micrograms of triiodothyronine are 
given three times a day for a total of 8 days. On the 
morning of the eighth day the residual radioactivity 
in the thyroid is determined and the patient is given 
a tracer dose for another uptake test. 

2. Thyroid may be used instead of triiodothyro- 


Room Ne: 2 Lab. No: 

Physician: T. Smith, 

Source No: B 
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nine; 3 to 4 grains of thyroid are given each day for 
2 weeks. 

Normal patients show an appreciable depression 
of the thyroid I** uptake. There is no significant up- 
take depression in patients with early hyperthyroid- 
ism or hyperthyroidism in remission. There is no 
significant depression in patients with toxic adeno- 
mas and a normal I*** uptake.* 

Hyperthyroidism is indicated as follows: Uptakes 
over 35 per cent, four-quadrant technic, demonstrate 
thyroid avidity for iodine. Such uptakes are com- 
patible with hyperthyroidism but not definitely 
diagnostic of the condition. In borderline uptakes 
of 35 to 45 per cent a thyroid suppression test may 


be helpful.* 


Other diseases, chemicals, and drugs that influ- 
ence ['*? thyroid uptake * The thyroid uptake is 
found to be below normal in primary and secondary 
hypothyroidism, athyroetic cretinism, acute and 
subacute thyroiditis, thyrotoxicosis factitia, and 
during the taking of thyroid, triiodothyronine, 
iodides, adrenal steroids, antithyroid drugs (such as 
Thiourocil or Propylthiourocil), bromides, Butagoli- 
dine, Orinase, Resorcinal, or Pentothal (for 1 
week) 

Uptakes are above normal in hyperthyroidism, 
iodine deficient goiter, goitrous cretinism pregnancy, 
chronic liver disease, renal disease, elevated body 
temperature, and in a low-salt diet. Drugs that may 
elevate the uptake include acetagolomide (Diamox), 
thyroid (by rebound phenomenon), adrenal steroids, 
thiocyanate, perchlorate, antithyroid drugs (by re- 
bound phenomenon), antituberculosis drugs after 
several months of therapy, cobalt, and large doses of 
sulfonamides. 

Chemicals which have been investigated and ap- 
pear not to influence the thyroid uptake of I'** are 
fluorine, Dinitrophenal, Reserpine, Aureomycin, 
penicillin, and calcium.* 


Contraindications to use of radioiodine * The use 
of I"! is contraindicated in pregnancy. Functioning 
thyroid cells start to appear in the fetus at about the 
second or third month of gestation. Fetal thyroid cells 
have an avidity for iodine, and I*** inadvertently 
given during pregnancy may result in very harmful 
effects on these cells. It is recommended that a pro- 
tein-bound iodine test be done on the cord blood 
of any infant whose mother was inadvertently given 
during gestation. 

The use of I'*! is also contraindicated during the 
postnatal period if the infant is to be breast fed. An 
appreciable amount of this substance is excreted in 
breast milk. 

Uptake studies should not be done when there is 
diarrhea, vomiting, or acute bleeding. 


Determination of blood volume 
Plasma volume * In the past, several different sub- 
stances have been used to estimate the plasma vol- 
ume. These included vital red, Congo red, and 
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trypan red dye. For the last 25 years the most popu- 
lar dye has been a blue-azo dye, T-1824 (Evans 
blue).° Drawbacks to the use of T-1824 include the 
tinting of the skin and mucous membranes, and 
spectrophotometer errors. 


Use of radioiodinated human serum albumin 
(IHSA) °¢ The circulating blood volume of a patient 
may be easily and accurately determined using 
IHSA as a tracer element. By this method the in- 
herent errors of spectrophotometer readings of col- 
ored blood, the bother of a series of volumetric 
measurements, and the danger of skin discoloration 
are avoided. The only danger is total body radiation 
from repeated doses. The danger is considered 
negligible, however, as the tracer dosages employed 
for the determination of plasma volume are small, 
usually about 10 microcuries. 

In this procedure, an intravenously injected dose 
of radioactive tagged-IHSA, about 10 microcuries, 
is allowed to mix thoroughly with the patient's blood. 
This mixing takes about 10 minutes. A blood sample 
is then withdrawn, counted in a well counter, and 
appropriate calculations made to determine the 
whole blood volume, plasma volume, and cell vol- 
ume which are expressed in cubic centimeters.® 


Whole blood volume = 
Constant of well counter < Net standard count 


Net whole blood count 


Plasma volume = 
Constant < Net standard count 


Net plasma count 


Cell volume = 
Whole blood volume — Plasma volume 


Diagnosis of 
abnormal gastrointestinal function 


Disturbances of the intestinal absorption of fats 
may occur in diseases of the pancreas, sprue, regional 
ileitis, ulcerative colitis, congestive heart failure, 
liver disease, common bile duct obstruction, and in 
the postgastrectomy state. Such disturbances may 
be diagnosed or the degree of fat malabsorption 
evaluated by a simple technic using I*** labeled fats 
and measuring the radioactivity in the blood 4 to 6 
hours after their oral administration. 


Principle of examination ¢ The neutral fat routine- 
ly used for labeling with I'** is glycerol trioleate, 
which is commonly referred to as triolein. It consists 
of the chemical combination of glycerol with three 
molecules of oleic acid. It is the molecules of oleic 
acid that are labeled with I***. In the body, the 
triolein I**' is hydrolyzed by pancreatic lipase, aided 
by the bile salts, to glycerol and oleic acid-I*** be- 
fore absorption by the intestines may take place. 

In normal individuals the peak of blood radio- 
activity is obtained 4 to 6 hours after the ingestion 
of triolein-I*** or oleic acid-I'*, Our laboratory 
makes its routine examination 5 to 6 hours after 


ingestion of the tracer agent. 
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PANCREATIC FUNCTION TEST 
DATA SHEET 


Patient: Doe, Frank Date: 1 June 1959 


Patient's Weight: 145 lbs. Patient's Height: 66 inches 


4,900 cc. 


Patient's Estimated Blood Volume: 


Source Strength: 35 ¢. Assay Date: 1 June 1959 Source No: 859 
Note: The thyroid must be saturated with iodine before the start of this test by means 
such as giving ten (10) drops of saturated KI solution 3 times daily 3 days prior 


to test. 


1. Count source on top of well counter for one (1) minute. 

2. Anytime between four (4) to six (6) hours after administration withdraw and 
oxylate about 8 cc. blood. 

3. Pipette 5 cc. into plastic tube and count in well counter for five (5) minutes. 

4. Obtain patient's estimated blood volume from form “Normal Blood Volume” 
chart and substitute in formula. 


DATA: 
PANCREATIC FUNCTION CONSTANT +00197 (T) 
COUNT COUNT 
Whole Blood (5 minutes): Standard (1 minute): 262.46 
Background (5 minutes): 15-70 Background (1 minute): 2.96 a= 
Net Blood Count: 363.40 Net Standard Count: 259-50 


Percent of Administered Dose Absorbed: 


Constant x Net Blood Count x Estimated Blood Volume = 
Net Standard Count 
Calculations: = 13.7 


Fig. 2 


Conduct of the test * The patient receives no food 
starting at midnight on the day before the test, and 
feedings are not resumed until the test has been 
completed. Uptake by the thyroid of I'** is mini- 
mized by the administration of 20 drops of Lugol's 
solution on the day preceding the test. 

Whole blood radioactivity measurement is per- 
formed as follows: 

The patient ingests the triolein-I'**. A blood 
sample is taken 5 to 6 hours after ingestion and 
radioactivity determined. Radioactivity ranges em- 
ployed are these:* 

Normal: 8 per cent and over of ingested dose 

Borderline: 4 to 8 per cent of ingested dose 

Abnormal: 0 to 4 per cent of ingested dose. 

If the activity is found to be in the normal range 
it means the patient has good pancreatic function 
and intestinal absorption. 

If the activity is borderline or abnormal it prob- 
ably means that there is abnormal pancreatic func- 
tion or that the pancreatic function is normal but 
there is an absorption problem in the small intes- 
tines. To differentiate, the test is repeated in 4 or 
5 days employing oleic acid-I'**, which does not re- 
quire the action of pancreatic lipase for absorption. 

If there is high blood radioactivity with oleic 
acid-I'** after a level with triolein-I*' it is indicative 
of a deficiency of pancreatic lipase. If the level of 
radioactivity is still low after oleic acid-I'*! this 


suggests an impairment in the absorptive mechanism 
in the small intestine for fats. 
For a sample calculation, see Figure 2. 


Other diagnostic evaluations * Berkowitz and his 
associates* state that the test is also useful in the 
differential diagnosis of jaundice. A normal triolein 
absorption curve rules out any major obstructive 
process, whereas a flat response together with a nor- 
mal oleic acid test is indicative of an extrahepatic 


block. 

They also state that in certain conditions such as 
regional ileitis, lymphosarcoma, Whipple’s disease, 
a gastrocolic fistula, or following a subtotal gastrec- 
tomy, varying degrees of impaired fat absorption 
may be present. The radioactive fat technic affords 
a simple way to assay this. 

These workers have been impressed by the 
marked decrease in fat absorption revealed by this 
test in patients with heart failure, and the attendant 
improvement following cardiac compensation. 


Summary 


This paper has dealt primarily with the three most 
commonly available diagnostic radioisotope tests 
available in osteopathic institutions: 24-hour thyroid 
uptake of I'*!, blood volume determinations, and the 
triolein-I'** and oleic acid-I'*' pancreatic function 
tests. 

It is hoped that the number and variety of diag- 
nostic tests, as well as the number of A.E.C. licensed 
osteopathic physicians, will greatly increase in the 
near future. Box 402 
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JOHN C. DICKSON, JR., D.O., Trenton, Michigan 


More than 16,000 women died of cancer of the uterus 
last year. Many of these might have been saved if 
their cancer had been detected earlier. 

The ancient Greeks realized that cancer could be 
extirpated only in its initial stage. Since those early 
days this concept has been constantly reiterated until 
the time of current writings. It seems now, as Novak? 
states, “almost banal to elaborate on it, because it is 
so self-evident and because it has been urged for 
so long, so widely and so forcefully.” In spite of the 
wide knowledge of this delay period, little change 
has been noted in the statistics over the years. It 
was pointed out in 1938 by Pack and Gallo* that the 
responsibility for this delay was shared by the pa- 
tient and physician. The relationship of the physi- 
cian to this delay has been more recently elaborated 
upon by Burke,‘ Pratt,> and Leach and Robbins.° 

Continued education would appear to be the logi- 
cal answer to this problem, both for the general 
population and for the general practitioner, who of 
necessity is the one who sees the majority of the 
early cancers. 

Cullen, as chairman of the Cancer Campaign 
Committee of the Congress of Surgeons, initiated a 
program which has become vast in its scope when he 
broke with medical tradition and endorsed the first 
popular article on cancer, which appeared in a 1913 
issue of The Ladies Home Journal. Leach and Rob- 
bins* have concluded that results have been achieved 
by this program to educate the public, as evidenced 
by the popularity of the cancer detection centers, 
and more frequent requests by patients for periodic 
examinations. 

An altogether different problem, physician delay, 
has not revealed an adequate response to programs 
of cancer education.* It cannot be denied that the 
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Carcinoma of the cervix 


The physician’s responsibility* 


physician does contribute to delay in the diagnosis 
of pelvic cancer. Miller’ believes this to be due to a 
lack of awareness by physicians of their responsibili- 
ties in the general problem of cancer. This is all the 
more difficult to understand when recalling that since 
the days of Lady Montagu and Sir William Jenner, 
medical practice has evolved from a profession de- 
voted to the active treatment of disease into a profes- 
sion more and more concerned with the prevention 
of disease; yet as observed by Macfarlane,* we fail in 
this responsibility relative to cancer. 

It would appear that the osteopathic - physician 
must maintain a constant and acute awareness of 
physician responsibility for delay, since low-back 
pain is the presenting complaint in a large percentage 
of early pelvic cancers, and there is nothing else un- 
usual in the symptomatology. 

Backache may be produced by any lesion of the 
internal genitalia which produces intrapelvic conges- 
tion. A carefully taken history may reveal that the 
patient does have gynecologic symptoms. Should 
this be the case, she certainly must have a thorough 
pelvic evaluation, which should include screening 
for early cervical carcinoma. 

Low-back pain due to intrapelvic congestion is 
usually diffuse across the sacrum.® However, in my 
experience, many show definite evidence of the cri- 
teria established for diagnosis of an osteopathic le- 
sion. I believe that further investigation of this factor 
is warranted in one of the large college outpatient 
departments, in order that a sufficiently large number 
of cases can be obtained to afford a statistically ac- 
curate sampling. 

As a rule, very little difficulty will be experienced 
in maintaining patient cooperation for further diag- 
nostic work-up on the pelvic status. This is particu- 
larly true if conservative management of the low- 
back problem is continued concurrently, since this 
may be the primary reason for which she sought the 
services of an osteopathic physician. 

Pelvic cancer, though occurring with great fre- 
quency, is readily accessible for application of the 
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usual diagnostic procedures, which are easily execut- 
ed, do not require elaborate equipment, and are rela- 
tively inexpensive. Where the lesion is less than 1 
cm. in diameter the “cure” rate is better than 80 per 
cent, which is in sharp contrast to the 50 per cent 
rate of cure of all diagnosed pelvic cancer.’® This 
leads immediately to the conclusion that narrowing 
of this gap offers a much greater field of endeavor 
than research into new technics for treatment of can- 
cer. Corscaden™ states that “the number of cases 
of early cancer detectable by use of the Papanicolaou 
smear, routine biopsy, and curettage would approach 
the actual incidence of cancer of the uterus.” 


General statistics 


According to the National Office of Vital Statistics, 
pelvic cancer kills more women than any other can- 
cer."* Research statistician MacDonald estimated 
that in a single year, 17,066 new cases of cancer 
would be seen on speculum examination by United 
States physicians alone. 

In a survey at the University of Michigan by 
Miller,® of nearly 3,000 cases of malignancy of the 
female pelvis, it was found that 81 per cent were 
situated in the cervix. 

In a survey of 16,000 symptom-free women at the 
Yates Memorial Clinic in Detroit,'* it was found that 
over one third of the cases of carcinoma of the cervix 
occurred in women under 40 years of age. It was 
also determined that 50 per cent of those under 40 
were invasive in nature, whereas only 20 per cent 
were invasive in women over age 40. 


Age Occurrence 

0-19 0.7% 
20-29 6.6% 
30-39 27.1% 


Howson,** in a survey of 1,000 cases of pelvic can- 
cer, lists the following statistics on factors apparently 
responsible for delay in treatment of pelvic cancer. 
Average delay for cancer of the 

cervix 
Physician delay 
Physician and patient delay 
Patient delay 
No delay 


7.8 months 

158 cases 15.8% 
118 cases 11.8% 
437 cases 43.7% 
287 cases 28.7% 


The osteopathic physician must 
maintain a constant and acute awareness 
of physician responsibility for 
delay, since low-back pain is 
the presenting complaint in a large 
percentage of early pelvic cancers, 
and there is nothing else 


unusual in the symptomatology 


Factors in physician delay included failure to ex- 
amine in presence of pelvic symptoms. Reasons list- 
ed were as follows, along with their refutations: 

1. Presence of active vaginal bleeding. There is no 
medical reason for not examining a patient under 
these circumstances, and postponement may result 
in delaying early diagnosis. 

2. Indiscriminate use of medication. Treatment 
of pelvic symptoms without an attempt at diagnosis 
is in violation of the most fundamental approach to 
the management of cancer. 

3. Failure to examine at the first office visit. When 
the patient has mustered sufficient courage and de- 
termination to present herself, the physician must 
grasp this opportunity for an adequate pelvic ex- 
amination. 

4. Patient unprepared for pelvic examination. Un- 
der these circumstances it may be necessary to post- 
pone the examination but a definite appointment 
should be made. It has been’ stressed that no medi- 
cation be given the patient as she will more likely 
return or else seek help elsewhere. 

5. Symptoms indicative of menopause. Reassur- 
ing the patient that her symptoms are due to “change 
of life” is a serious and inexcusable cause for physi- 
cian delay. Prescription of hormone therapy without 
adequate examination is a serious blot on current 
methods of practice. 

6. Patient visited at home. In the presence of pel- 
vic symptoms the patient can and should be exam- 
ined at home, though it is less convenient and not as 
satisfactory as in the office. 

Factors in physician delay in examined cases in- 
cluded the following reasons: 

1. Incomplete examination. Adequate examination 
requires bimanual vaginal and abdominal palpation 
and adequate visualization of the cervix, vagina, and 
external genitalia. 

2. Incorrect diagnosis. This is usually due to er- 
rors of omission, which must be eliminated if cancer 
of the cervix is to be diagnosed early. 

3. Wrong treatment following correct diagnosis. 
Inadequate operative or radiation treatment is inex- 
cusable, since the patient can be referred for ade- 
quate therapy. 


Anatomy and physiology 


Danforth,’* by means of differential staining, has 
demonstrated that the cervix is composed principally 
of fibrous tissue; smooth muscle comprises only ap- 
proximately 15 per cent of the total tissue. This 
smooth muscle is found chiefly surrounding the blood 
vessels, which are distinct in that there are no large 
venous sinuses, as in the uterus. 

The vaginal portion of the cervix is covered with 
squamous epithelium continuous with that of the 
vagina.’ Three layers are present: 

1. Superficial layer which is composed of flat pave- 
ment cells 

2. Intraepithelial horny layer with large polygonal 
cells 

3. Basal layer composed of cuboidal cells which 
take a dark stain. 


The mucous membrane lining the endocervical 
canal starts at the junction of the squamous epi- 
thelium of the portio below and ends at the internal 
os above. The cells of this membrane are of the tall 
columnar type and, by folding into the loose stromal 
tissue, form the racemose glands. The tall columnar 
“picket fence” type epithelium of the endocervix 
occurs for practical purposes in only one other loca- 
tion in the body: the lining of pseudomucinous 
ovarian cysts. 

During pregnancy the cervical glands undergo 
marked proliferative activity, increasing in number, 
size, and tortuosity. The cervical glands, though 
complicated in some respects, are of the simple 
racemose structure, opening directly to the surface. 
The thick mucus secreted by these glands forms the 
cervical plug, which functions to prevent infection 
of the uterine cavity. This cervical mucosa itself, 
however, is particularly susceptible to bacterial in- 
fection, chiefly gonococcal, streptococcal, staphylo- 
coccal, and by the colon bacilli. Infection of the cer- 
vix can also occur via the hematogenous route, as 
demonstrated by Greenhill.*® 

In the presence of infection the lining mucosa be- 
comes edematous, producing an extrusion of the 
columnar epithelium out onto the portio, where it 
replaces the normal squamous epithelium, giving 
rise to the so-called erosion. This type of erosion is 
not a true ulceration, as the name would imply, but 
new tissue or hyperplasia. True erosion may occur 
from maceration as a result of persistent drainage of 
infected mucopurulent discharge. 

Occlusion of the ducts of the racemose glands with 
accumulation of mucus, which continues to be se- 
creted within the glands, gives rise to nabothian 
cysts. These are frequently visible; however, many 
are so deep in the tissue that they cannot be seen, 
but they produce enlargement and edema of the 
cervix. These changes interfere with circulation and 
the normal contractility of the cervix, which in turn 
may be responsible for the premenstrual and post- 
menstrual bleeding frequently seen in these cases.® 
Concurrently there is inflammation and congestion 
of the perimetrial tissue, which accounts for the 
tenderness elicited on palpation. 

The nerve supply is from the superior and inferior 
hypogastric plexus, and from the ovarian plexus and 
Frankenhauser’s ganglion. Both of these are classed 
as autonomic, and both have sympathetic and para- 
sympathetic fibers. 


Nonmalignant lesions of the cervix 


These will be mentioned only as they may relate 
to preventive measures, 

According to Faulkner and Douglass,’° the vaginal 
cervix is a structure which presents an “ideal normal” 
less frequently than any other organ in the body. 

Maude Slye,’* in her monumental work covering 
100,000 cases of cancer, believes there is not only a 
hereditary constitutional factor but also a local factor 
which is not definitely known. It is therefore essential 
that the cervix be maintained in as normal a condi- 
tion as possible.*® 
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Lacerations, hypertrophy, and elongation * The 
“duck bill” conformation of the cervix is frequently 
seen following childbirth. Lateral tears occur with 
such frequency because of the overlapping of the 
tendinous ends of the uterine muscle fibers anteriorly 
and posteriorly only in the cervix, leaving a relative 
weakness laterally. If not repaired properly there is 
excess scar formation, edema, and resulting chronic 
infection which may lead to erosion, which in turn 
may predispose to cancer.?® 


Cervical polyps * These are frequently seen as mi- 
nor lesions, presenting at the external os as a bright 
red, pedunculated mass which bleeds readily, espe- 
cially following intercourse. It rarely exceeds 1 cm. 
in diameter. If there is interference with its blood 
supply it undergoes a purplish discoloration, edema, 
infection, and even gangrene. The polyp may be 
considered to be a herniation of the mucous mem- 
brane; it usually contains large numbers of cervical 
glands distended with mucus. The most important 
thing to keep in mind about polyps is that they may 
not be polyps at all, but projecting masses of carci- 
noma. It is therefore essential that they always be 
submitted for histologic examination by the pathol- 
ogy laboratory. It is recommended that except in 
very rare instances a curettage be done at the time a 
polyp is removed to be certain the endometrium is 
free from carcinoma.’° 


Chronic cervicitis * For purposes of discussion, 
eversion, ectropion, and papillary erosion may be 
grouped under this heading, since the histologic pic- 
ture of simple endocervicitis seldom occurs. 

It should be borne in mind that erosion may be 
congenital as well as acquired. Cervical erosions do 
not evidence loss of tissue except the effect of denud- 
ing squamous epithelium extending outside the ex- 
ternal os. This outgrowth may permit the formation 
of racemous glands in the portio which may in turn 
produce very superficial nabothian cysts. Greenhill’® 
states that of the diagnostic procedures available for 
detection of incipient carcinoma in these erosions 
(which are in reality glandular and epithelial hyper- 
plasias of inflammatory origin) biopsy is best. The 
physician who is responsible enough to cauterize 


Low-back pain due to intrapelvic 
congestion is usually diffuse across 


the sacrum. However, in my 


experience, many show definite 
evidence of an osteopathic lesion. 
I believe that further investigation 
of this factor is warranted . . . in 
a sufficiently large number of cases 


2 
4 
WER 
. 
« 
. 
: 
= 
. 
805 


these areas must also be considered sufficiently re- 
sponsible to perform a biopsy. 

Through the mechanism previously mentioned, the 
ducts of the racemose glands become occluded with 
resultant cyst formation, causing cystic cervicitis. 

Eversion is also a result of chronic inflammatory 
infiltration with thickening of the mucosa, which 
progressively pushes out in the direction of least re- 
sistance, at the external os. 


Tuberculosis of the cervix * Though quite a rare 
disease entity, cervical tuberculosis is mentioned 
here because it is usually mistaken for carcinoma. It 
can be diagnosed accurately only by histologic ex- 
amination of the biopsy specimen. 


Leukoplakia ¢ This condition will be seen on specu- 
lum examination as small, smooth white areas (sin- 
gle or multiple). The affected tissue often may be 
wiped off, but it returns in a short time. The area of 
leukoplakia is not distinguishable grossly from nor- 
mal tissue when the specimen has been removed; 
therefore, the area should be marked when sub- 
mitting such tissue to the pathology laboratory.° 

Erratic cell changes occur in leukoplakia of the 
cervix, and there is much question as to whether it 
constitutes beginning cancer. Hinselmann’’ states 
that all leukoplasias observed for a long enough time 
have become malignant. 

Leukoplakia of the cervix should be promptly re- 
moved (Ries'*® suggests the area be marked by small 
sutures placed on the margin of the lesion to facili- 
tate laboratory evaluation and examination) and fol- 
lowed by adequate conization and follow-up. 


Epidermidization (metaplasia) * Epidermidization 
is a common histologic picture in cervices which 
have long been infected or which are undergoing re- 
pair. Faulkner and Douglass’® describe it as “con- 
sisting of a proliferation of squamous cells in the 
endocervix where, strictly speaking, they have no 
business to be.” 

De Alvarez, Figge, and Brown’ selected the term 
“metaplasia” to designate the changes variously re- 
ferred to as epidermidization, epidemoidization, epi- 
dermidalization, and so forth, and defined it as a 
“benign condition in which surfaces normally com- 
posed of columnar epithelium became covered or re- 
placed by an altered type of epithelial element akin 
to squamous cells.” It is not correct to consider all 
metaplasias as precancerous lesions, though certain 
criteria for malignancy must be formulated and firm- 
ly borne in mind. 

Atypical hyperplasia has been adopted by some 
investigators’? as a term to describe the “epithelial 
alterations which probably lie in a twilight zone be- 
tween those changes which could be clearly recog- 
nized as inflammatory and those of frankly neoplastic 
character.” Furthermore these “alterations are per- 
haps best regarded as forming a spectrum, ranging 
from obviously benign changes (simple squamous 
metaplasia) at one end to frankly malignant altera- 
tions (carcinoma in situ) at the other end.” 

The foregoing description re-emphasizes the need 
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for continual awareness of the multitude of variations 
in epithelial change, and the difficulty encountered 
in accurate classification of this “spectrum area” in 
precancerous lesions. Only through close cooperation 
between the clinician and the pathologist can error 
in management be avoided. Corscaden™ stated that 
biopsy studies determine for “that bit of tissue, and 
for nothing else, the presence or absence of cancer.” 

It is the practice of many large clinics when con- 
fronted with a cervical tissue biopsy in the “spectrum 
area” to do a thorough, sharp conization of the cervix 
in order to obtain more adequate tissue for study. 


Other predisposing factors * Giammalvo and Kap- 
lan®® suggest the possibility of a common etiologic 
background in growth disturbances associated with 
endometriosis and the development of carcinoma. 
Jackson and Dockerty”' draw attention to the fre- 
quency with which endometrial carcinoma occurs 
as a late manifestation of the Stein-Leventhal syn- 
drome. It would seem that patients exhibiting either 
of these two clinical entities should be given ade- 
quate attention in order to detect early abnormalities. 


Endocrinology and menstruation 


Abnormalities of the cervix, as previously men- 
tioned, together with some constitutional factor 
which is as yet unknown, are looked upon as making 
the development of cancer more likely. For this rea- 
son it is believed that a short discussion of endocrine 
changes should be included in this presentation. — 

It has been stated that the endometrium is the 
best mirror of cyclic endocrine activity. The endo- 
cervical membrane has been found by Wollner”® to 
undergo similar but less marked changes. Despite 
the tremendous changes that occur in the genital 
tract with the onset of puberty (which are initiated 
by the endocrine system, involving the anterior 
pituitary, adrenals, and ovaries), full sexual maturity 
is not achieved for several years.° 


Ovarian hormones * Estrogenic hormone is liberat- 
ed in the follicular fluid. It was isolated by Allen 
and Daisy in 1923. Progesterone is produced by the 
corpus luteum. It was discovered in 1929, but not 
isolated until 1934 and then was reported nearly 
simultaneously by eight different investigators. Re- 
laxin is the third ovarian hormone. Discovered by 
Hisaw in 1929, it is believed not to be a true steroid, 
but a rather complex protein.** 


Stages of menstruation ¢ Estrogen is responsible 
for the first stage of the menstrual cycle (follicular 
phase; stage of repair and proliferation), during 
which time the endometrial epithelium, which was 
shed during menses, is restored and becomes hyper- 
trophied with proliferative changes in its glands. 
The second stage of the menstrual cycle is de- 
pendent upon the action of the corpus luteum. This 
stage (premenstrual or secretory stage; luteal phase) 
commences from 12 to 14 days before the first day 
of the menstrual flow. Under the influence of pro- 
gesterone, the endometrium undergoes more marked 


The only factor in cancer diagnosis 
which differs from diagnosis of 
other insidious diseases is 
that of time, which in the latter may 


cause inconvenience, but in cancer 
the delay may be disastrous. “It 
is always best for the physician 
to think of every lesion of the cervix 


as a potential forerunner of cancer.” 


hypertrophy and the glands assume a corkscrew 
form. Toward the end of this stage, the endometrium 
resembles the decidua of early pregnancy, and the 
vessels tend to constrict. 

The third stage of the menstrual cycle is the de- 
structive phase or stage of menstrual flow, and is due 
to vasoconstriction with ischemia of the endometrium 
and eventual necrosis of the superficial layers. Dila- 
tation of the vessels then ensues, with shedding of 
the necrotic tissue and possible bleeding from the 
denuded surface. These three phases of endometrial 
changes are characteristic of all mammals, but only 
in higher primates is the third stage accompanied by 
frank bleeding with the menstrual flux. 


Causes of uterine bleeding ¢ First, of course, is the 
normal menstrual cycle which was just reviewed. 

Second is the anovulatory cycle, which is consid- 
ered to be a true menstrual flux and is similar in 
every overt way to that produced by corpus luteum 
involution. This menstruation occurs, however, from 
an interval phase endometrium, in the complete ab- 
sence of corpus luteum. It can easily be produced 
experimentally in ovariectomized women by admin- 
istration of estrogen for a 3-week period. In estrogen 
withdrawal bleeding or menstruation, the endome- 
trium is histologically the same as that found in the 
anovulatory cycle.° 

Third is the progesterone withdrawal bleeding 
which occurs from a late progestational phase endo- 
metrium, in an inter-reaction with chorionic gonado- 
tropin. For an excellent discussion on endocrinology 
the reader is referred to the section on physiology in 
Crossen’s Diseases of Women.® 


Diagnosis 


The only factor in cancer diagnosis which differs 
from diagnosis of other insidious diseases is that of 
time, which in the latter may cause inconvenience, 
but in cancer the delay may be disastrous. Green- 
hill*® has written that “it is always best for the physi- 
cian to think of every lesion of the cervix as a po- 
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tential forerunner of cancer,” and that in this way he 
will give the cervix the attention it deserves. 


Classification * The International Classification of 
carcinoma of the uterine cervix differs from the 
League of Nations Classification by adding “Class 0” 
to keep preinvasive cancer separate from invasive 
cancer until the exact nature of this type of lesion 
can be more definitely and exactly established. 
Stage 0: Carcinoma in situ: intraepithelial carci- 
noma, preinvasive carcinoma, and similar conditions 
Stage I: Carcinoma strictly confined to the cervix 
Stage II: Carcinoma extends beyond the cervix but 
has not reached the pelvic wall (vagina involved ) 
Stage III: Carcinoma has reached the pelvic wall 
(on rectal examination no “cancer-free” space is 
found between the tumor and the pelvic wall) 
Stage IV: Carcinoma involves the bladder or rec- 
tum, or both, or has extended beyond the limits pre- 
viously described. 
A breakdown in International Stage I cases into 


three categories is used at University of Michigan: 
5-year survival 


International Stage I Michigan 
Stage I 83.3% 

Michigan 
Stage II 74.1% 

Michigan 
Stage III 60.2% 


International Stage II Michigan 
Stage IV. 60.1% 


Histologic types * Epidermoid or squamous carci- 
noma comprises approximately 90 per cent of cases. 
It arises in the area of the external os, especially in 
the transitional area at the junction of squamous and 
columnar epithelium. Squamous cancer prefers to 
spread up the endocervical canal rather than onto 
the portio, even after invasion has begun.** Differen- 
tiation is made on the basis of morphologic varia- 
tions in the cells, to correspond roughly to the three 
different layers of the normal stratified squamous 
epithelium. 

Adenocarcinoma comprises approximately 10 per 
cent of cases. It arises from the epithelium of the 
cervical canal between the internal and external os, 
and occurs more frequently in the older age group. 
Histologically it usually retains its glandular char- 
acteristics, but it may be papillary. Generally it does 
not differ greatly from epidermoid carcinoma in its 
clinical manifestations or reaction to treatment. 


Diagnostic equipment * The equipment necessary, 
if not already a part of the physician’s instruments, 
is neither expensive nor difficult to obtain. Aside from 
a good light and vaginal speculum it should include: 
Basic diagnostic equipment: Silver probe, swabs, 
uterine cannula, vaginal pipette, slides, and bottle 
with equal parts of 95 per cent alcohol and ether. 
Basic surgical biopsy equipment: Lugol’s solu- 
tion,+ punch biopsy, endometrial biopsy curettes (as 
+Schiller’s test for cancer of cervix uses Lugol’s solution for bacterial 


. This solution consists of tincture of iodine, 1 part; potassium 
iodide, 2 parts; and water, 100 parts. 
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the one designed by Novak), cervical tenaculum, 
scissors (preferably curved), forceps, long-handled 
knife with small blade, Ayres’ scraper or metal 
scraper, and an endocervical curette (as the one 
designed by Gusberg). 


History ¢ A careful systematic history, both family 
and personal, with detailed questioning relative to 
the menses and reproductive organs, is most im- 
portant and should include: 

1. Prolonged administration of estrogens 

2. Social status and economic level 

3. Prolonged or excessive menstruation or exces- 
sive bleeding at time of menopause 
. Obesity and high caloric diet 
. Childbirth injuries 
. Chronic disorders of the cervix 
. Multiparity (of questionable significance) 
. Pre-existing skin disease 
. Diabetes 
. Existence of cancer previously in any part of 
the body. 
All of these are believed to be definitely associated 
with an increased incidence of development of carci- 
noma in the cervix. 


SCO OND 


Symptoms ¢ Cancer has no symptoms and causes no 
loss of weight in the early stages. Bleeding or bloody 
discharge, it must be emphasized, means that the 
growth has progressed to the stage of ulceration be- 
fore being recognized by the patient or seen by the 
doctor. In my experience the patient who has pre- 


sented herself in the early progress (Stage 0) of the. 


disease, has done so because of rather marked low- 
back ache or leukorrhea. This leukorrhea is typically 
purulent, thin, irritating, and if, as usual, it is in- 
fected with putrefactive organisms, it has the char- 
acteristic cancer odor. 

As a rule of thumb, functional bleeding tends to 
be regular, cyclic, and predictable; ulcerative bleed- 
ing tends to be irregular and unpredictable in its 
frequency, duration, amount, and character. 

Causes of abnormal uterine bleeding are classified 
by Corscaden" as follows: 

I. Functional disturbance 

A. Idiopathic; cause unknown 
1. Normal uterus ; 
2. Lesions not cause of bleeding, such as 

fibrosis uteri and hyperplasia of endo- 
metrium 

3. Metropathia hemorrhagica 

B. Abnormal estrogens 
1. Medications 
2. Granulosa cell tumor of ovary 

II. Organic disease 

A. Trauma 

B. Congestion 

C. Disease of circulatory system, such as 
thrombocytopenia 

D. Ulcer 
1. Traumatic; birth injuries 
2. Trophic; senile vaginitis 
3. Inflammation; tuberculosis, syphilis 
4. Neoplasm 
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a. Benign, such as submucous myoma or 
polyps 
b. Malignant, such as carcinoma of cer- 
vix, corpus chorionepithelioma, or 
sarcoma 
Ill. Pregnancy 
A. Ectopic 
B. Abortion with placental abnormality 
These three main headings are stressed because it is 
at this level that the disastrous diagnostic errors are 
made, 


Physical examination ¢ In order to detect cancer in 
its earliest stages, in the symptomless gynecologic 
patient, the physician must be constantly aware of, 
and alert to, minor deviations from normal. “The 
examiner must be relentlessly systematic and follow 
a rigid formula, suppressing inspirational diagnoses 
as they arise in his mind, until all the evidence is 
in,” according to Corscaden.’? He developed the fol- 
lowing outline of terms to be used in describing an 
organ, mass, or other lesion. 
I. Position: relation to a reference point 
A. Skeletal: body cavity, cephalad, caudad, 
anterior, posterior, right and left 
B. Organ: cervix (99 per cent) or corpus 
(70 per cent) 
II. Mobility: in relation to a reference point 
A. Completely free 
B. Attached, either loosely or firmly 
C. Indistinguishable from the reference 
point 
III. Size: metric for single objects, comparative 
for multiple objects, avoiding the terms 
“large” or “small” 
IV. Shape 
A. Geometric: sphere, elliptical, and so forth 
B. Comparative: pear-shaped, sausage- 
shaped, and so forth 
V. Symmetry: regularity or nodularity 
VI. Surface: contour, color, luster or transpar- 
ency, consistency 
VII. Motions: respiratory, pulsation, fetal, con- 
traction, and so forth 
VIII. Tenderness: pressure/sensitivity 
IX. Auscultation: sounds, souffles, murmurs, or 
crepitus 
X. Heat: palpation, fremitus, crepitus or thrills 
XI. Vibrations: percussion or resonance 
For description of an ulcer he uses the following 
terms: 
I. General: location, size, or extent 
II. Edge: elevation, thickness, or shape 
III. Base: color, contour, luster, consistency, fria- 
bility, or transparency 


Special tests * Homberger®’ reviews 60 general tests 
and presents a bibliography of some 238 references. 
Mention can only be made here that in my practice 
the erythrocyte sedimentation rate has served as a 
useful adjunct in screening. Even in the presence of 
negative cytology and biopsy reports, if the ery- 
throcyte sedimentation rate is elevated for no dis- 


cernible reason, the case is reviewed and re-evalu- 
ated. 

Local tests include the following: 

Cytology (Papanicolaou staining): This includes 
aspiration and scraping of posterior formix accumu- 
lation. The cytologic method (which should be 
carried out according to the wishes of the local pa- 
thologist) is considered an adjunct and not a final 
diagnostic method. Confirmatory biopsies must be 
obtained on all cases before referral for treatment.”* 

Schiller’s test (Lugol’s staining): This test is used 
as an aid in indicating the possible anatomic loca- 
tion of the cancer focus.” 

Colposcopic examination: Sachs’ simplified 
method employs a standard microscope with 10- 
power objective lens. Certain factors such as preg- 
nancy, Trichomonas infection, estrogen therapy, and 
irradiation may cause morphologic changes that are 
likely to lead to an erroneous diagnosis of intra- 
epithelial carcinoma. (Biopsies in certain instances 
may be assumed to constitute therapy by removal 
of the total lesion. )** 

Biopsy of various types (Gelfoam sponge, punch, 
and coning): Foote and Stewart?’ say, “Understand- 
ably these very early lesions [of the cervix] are 
more difficult of diagnosis in smears than are clin- 
ically established cervical carcinomas . . . in the 
nation at large, principal dependence for the detec- 
tion of early carcinomas of the cervix must be placed 
on biopsy specimens.” 

Radiography includes hysterosalpingograms, with 
or without pneumoperitoneum. 

Dilation and curettage: Crossen,® in performing 
routine curettage prior to hysterectomy for fibro- 
myoma, found 23 cases of cancer in 542 patients. 
Danger of metastasis by curettage is assumed and 
not demonstrated." 


Biopsy technics * My experience with outpatients 
has been most favorable with the use of the Gelfoam 
sponge, sharp cut, and punch biopsy. The Gusberg 
and Novak curettes have also been invaluable. Ex- 
tensive conization procedures have for the most part 
been done in the hospital. My experience with the 
ring biopsy has been limited, but there is an instru- 
ment on the market which appears to furnish excel- 
lent biopsy specimens. A word of caution in the 
use of this instrument might be that the sharp cut 
progresses to a considerable depth quite rapidly 
unless the operator employs constant care to avoid 
this situation. 

Preferential sites for biopsy of the cervix are sum- 
marized as follows: Visual examination often gives 
faulty impressions of the distribution, or even the 
presence, of in situ carcinoma of the cervix. The 
routine use of Lugol’s solution for painting the cer- 
vix before biopsy will aid considerably in the de- 
lineation of the more suspicious areas. Foote and 
Stewart?’ have outlined in diagrams the incidence 
of positive biopsies taken blindly at various sites 
on essentially innocent looking cervices. In their 
series there were 27 cases of in situ carcinoma. Thir- 
teen cases would have been diagnosed if the speci- 
men had been taken at either the top or bottom 
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Prophylactic treatment probably begins 
with the practice of good obstetrics, 
which includes elimination of trauma. 
Great progress has been made by 
the elimination of high forceps, 
judicious use of cesarean section, and 
the general reduction of childbirth 


injuries. . . . Prophylactic hysterectomy 


has been seriously proposed 


of the cervical opening; 20 if at both top and bot- 
tom; and 25 if at both top and bottom plus both 
sides of the opening. 


Treatment 


Treatment of cervical carcinoma may be divided 
into preventive, curative, and palliative. 


Preventive treatment * Prophylactic treatment prob- 
ably begins with the practice of good obstetrics, 
which includes elimination of trauma. Great progress 
has been made recently in this direction by the 
elimination of high forceps, judicious use of cesarean 
section, and the general reduction of childbirth in- 
juries. Because of the lesser incidence of carcinoma 
of the cervix observed in Jewish women, routine 
circumcision has been advocated'"?" as a means of 
protecting the partner from whatever carcinogenic 
substances may be present in smegma. Prophylactic 
hysterectomy with or without excuse has been seri- 
ously proposed for women who will have no more 
children,“ though at this time and with our present 
knowledge of cancer this approach seems radical. 
Active preventive treatment includes plastic repair 
of childbirth injuries and removal of the gland-bear- 
ing portion of the cervix in the presence of extensive 
inflammatory changes and erosions, rather than the 
frequent practice of superficial cauterization. It 
should be emphasized here that while superficial 
cautery may restore the squamous epithelium, it will 
not protect from cancer nor cure abnormal mucous 
discharge. In women past the child-bearing period, 
Corscaden" has advocated amputation of the cervix 
or vaginal hysterectomy in selected cases as com- 
plete treatment for the abnormal cervix. For women 
in the child-bearing age, having a cervix which is 
eroded or which has a suspicious contour or con- 
sistency, he suggests that preferred treatment in- 
cludes Papanicolau smears and a conization biopsy 
which should include the entire external os. Chronic 
cervicitis of sufficient extent to be producing symp- 
toms may be treated more adequately by the coning 
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procecure with the high frequency loop, or Sturm- 
dorf’s operation. 

Removal of the complete uterus rather than per- 
forming supravaginal hysterectomy will afford con- 
sidersble protection. Wall and Klingensmith”® found 
that 59 per cent of all cancers of the stump mani- 
fested themselves within 16 months and that these 
constitute up to 7 per cent of all cancers of the 
cervix. It is evident that a majority of these patients 
already had cancer of the cervix at the time they 
underwent supravaginal hysterectomy, and as such 
they must be classified as diagnostic errors. The 
practice of complete hysterectomy, therefore, must 
be made routine and not dependent upon the ap- 
parent condition of the cervix. If for some reason 
supravaginal hysterectomy must be performed, then 
the entire endocervix should be excised or destroyed 
by deep cautery. This procedure, according to Cash- 
man,’ has produced a significant reduction in the 
development of subsequent cancer. 


Curative treatment ¢ The treatment of cancer, once 
the diagnosis is established, should never rest with 
one man. The patient certainly deserves and should 
receive the total experience and knowledge that can 
be afforded her by the combined contributions of 
individual members of an active tumor board. Such 
a board must be a part of the organization of each 
hospital staff and should function to offer each can- 
cer patient the ultimate potential for that institution. 
Group discussion of cancer case histories accom- 
plishes two valuable purposes: 

1. The cancer problems peculiar to a particular 
locality are more easily recognized. 

2. The local physician who sees fewer cancer pa- 
tients annually is given the benefit of the combined 
experiences of the group. 

Conservative treatment of carcinoma in situ of 
the cervix has ben advocated by Younge,** who has 
presented some very impressive statistics to substan- 
tiate this approach. In a series of cases at Free Hos- 
pital for Women (Howard), hysterectomy was 
undertaken only after follow-up revealed that the 
carcinoma in situ was not cured by the more con- 
servative methods. The number of cases requiring 
hysterectomy later for the in situ lesion was ap- 
proximately one third of the total. It is his opinion 
that the in situ lesion may exist for 8 to 10 years 
before becoming invasive. He also points out that 
fear of the unknown (in situ lesions) is as applic- 
able to the surgeon and pathologist as it is to the 
nervous patient. He implied that for this reason 
much needless radical surgery is undertaken, when 
“conservative treatment is not only a safe procedure, 
but a very rewarding one.” 

It is not the purpose of this paper to attempt to 
outline any course of therapy for cancer of the cer- 
vix. The treatment should be individualized for 
each patient, and varied to suit emotional and physi- 
cal factors of each case. As a summary, however, 
active treatment is limited to radiation from the 
various radioactive substances, roentgen therapy, 
and total surgical removal. These therapeutic ap- 
proaches all date back to the last century, but 
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through constant improvement they have reached a 
state of relative refinement. They may be used 
singly or in combination, as outlined by Corsca- 
den:" 
I. Radiotherapeutic 
A. Intracavitary radium combined with ex- 
ternal roentgen rays 
B. Interstitial radium combined with external 
roentgen rays 
C. Transvaginal roentgen rays combined with 
external roentgen rays 
II. Operative 
A. Radical (Wertheim) hysterectomy with 
lymphadenectomy 
B. Radical vaginal (Schauta) hysterectomy 
C. Simple complete hysterectomy 
III. Combined therapy 
A. Radical Wertheim hysterectomy combined 
with external roentgen rays 
B. Intracavitary radium combined with 
lymphadenectomy, either transperitoneal 
or extraperitoneal 

A consideration of each of these technics should 
be undertaken by the tumor board before institution 
of therapy in any patient having carcinoma of the 
cervix. Radium, which in our experience has given 
very dramatic results, has also been quite hazardous, 
possibly because of apparent individual hypersensi- 
tivity to the radiation. A vigorous attempt has been 
made to conform to the accepted technics and 
dosage (which have been reviewed at the Univer- 
sity of Michigan) of intracavitary radium therapy, 
yet our incidence of injury has been considerably 
higher than those in the published reports. This is 
mentioned because of the unfortunate lack of formal 
instruction in the use of radium, which for the most 
part is learned on an apprentice basis. 

My associate and I have had two patients who 
required colostomy procedures, not for the original 
carcinoma, but because of extensive proctosigmoid- 
itis followed by obstruction subsequent to radium 
therapy. Cystitis with telangiectasis and ischemia of 
the bladder is apparently a relatively frequent and 
significant radium injury. Graham’s index for radi- 
ation therapy promises to be of value in determining 
radiosensitivity of both malignant and normal cells. 


Palliative treatment * Unfortunately, because of the 
lack of early diagnosis, approximately 50 per cent of 
patients having cancer of the cervix will eventually 
enter this category. At this stage it would appear 
that the patient’s minister or priest will have more 
to offer than her physician. Our most satisfying re- 
sults over the past several years, however, have been 
obtained by the use of nitrogen mustard, intended 
originally as a weapon for the destruction of man. 
A lengthy metaphysical discussion involving the 
right of society to draft and send to war healthy 
young men in the prime of life, versus the age-old 
problem of euthanasia for those doomed to an ex- 
istence of untold suffering, might be included at 
this point. More purposeful, however, will be the 
following summarization by Howson" and his dic- 
tum that “the physician must become more cancer- 


conscious.” Here are some rules to help avoid 
unnecessary delay in diagnosis of pelvic cancer: 

1. Examine all patients with pelvic complaints. 
Periodic examination of women over 40 regardless 
of complaints should be urged. 

2. Treatment of pelvic complaints must be with- 
held until an adequate diagnosis is made. 

3. A pelvic examination must be made, if at all 
possible, at the time of the first visit. 

4, The examination must be complete, using bi- 
manual palpation, a speculum, and a good light. 

5. Patients actively bleeding should be examined 
in the presence of this complaint. No contraindi- 
cation exists for this practice. 

6. If a patient refuses examination she should 
not be treated. She may seek help elsewhere if so 
managed and ultimately submit to examination. 

7. A suspicious cancer lesion should be studied 
relentlessly until a definite conclusion is reached. 

8. In the presence of known cancer, proper ther- 
apy must be promptly instituted. 

9. Arrangement for clinic or specialist care of can- 
cer patients must be made by the referring physi- 
cian. The responsibility must not be placed on the 
patient. 


Summary 


About 16,000 women die each year from cancer 
of the cervix, which should be readily detectable 
in the early curable stage by the application of 
knowledge already in our possession. 

Physician response to education programs for the 
early detection of carcinoma of the cervix has been 
inadequate; yet this field of endeavor offers the 
greatest potential reward in the struggle to control 
cancer. As osteopathic physicians we may have a 
special opportunity and obligation in the detection 
and management of early carcinoma of the cervix, 
if the latest and most effective means of diagnosis 
and therapy are employed. 

Contrary to popular belief, cancer of the cervix 
in women under 40 years of age is not unusual, as 
indicated by an average age incidence of 28 in our 
practice. When cancer of the cervix does occur in 
the younger age group, it is much more critical be- 
cause of increased invasiveness. 

One of the most effective screening technics in my 
experience has been routine Schiller’s staining of the 
cervix, with Lugol’s solution, which is neither ex- 
pensive nor time-consuming. The armamentarium 
should, however, include all accepted procedures 


and _ technics. 
Previous operative management of cervical carci- 
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noma does not preclude a normal vaginal delivery. 

The establishment of an active tumor board in 
every hospital will be of value in balancing the 
equation between the social and the medical require- 
ments of cancer control. 3272 West Road 
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Flexor tendon grafts 


in “no man’s land’™* 


JOHN DOUGLAS SEGAL, D.O., San Diego, Cali- 
fornia 


The flexor tendon area between the distal palmar 
crease and the proximal interphalangeal joint was 
well named “no man’s land” by Bunnell. 

Open trauma to the fibrous tendon sheath and 
flexor tendons in this area leads to extensive scarring 
and adhesion formation. Whenever a tendon is di- 
vided no method of repair, no matter how meticulous 
and accurate, can prevent formation of some adhe- 
sions between the tendon at the point of suture and 
the surrounding tissue. Even with resection of the 
sublimis tendon and wide resection of the fibrous 
tendon sheath, an end-to-end primary tendon repair 
of the profundus tendon will all too frequently “bind 
down” to the surrounding tissues. 

It is this fact that has accounted for the high inci- 
dence of failures in primary end-to-end tendon re- 
pairs in “no man’s land.” In only an exceptional 
“tidy” laceration involving the flexor tendons in this 
area will I any longer carry out a primary tendon re- 
pair. Primary tendon repair in “no man’s land” has 
shown good results in children, perhaps because of 
their inherent remodeling qualities, but it falls far 
short of the ideal in the adult. I have yet to find the 
ideal circumstances under which a primary tendon 
graft can be carried out for freshly divided flexor 
tendons in this area. 

Skin closure only is a must in “untidy” hand in- 
juries of the mangling, avulsing, and gouging types 
with associated flexor tendon injury. A careful skin 
closure or skin grafting procedure should be carried 
out in such an injury and a tendon graft scheduled 
for a secondary procedure. The waiting period is 
usually 4 to 6 weeks; operation at this time will result 
in a minimum of scarring and recovery of full range 
of passive joint movement. 

Tendon grafting of an unsuccessful primary tendon 


*Presented at the annual meeting of the American Osteopathic Academy 
of Orthopedics, Los Angeles, October 26, 1959. 
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repair in “no man’s land” is technically more difficult 
than if skin suture only had been carried out at the 
first surgical inning. This is because excessive cicatrix 
and adhesions have formed around the tendon su- 
ture and in surrounding tissues. Also, the “bound 
down” tendon will prevent full passive motion of the 
finger with resultant stiffness and flexation contrac- 
tures. Tendon graft should not be attempted on a 
stiffened finger; this condition must first be corrected 
conservatively or surgically so that a good range of 
passive motion is present. Tenolysis for “bound 
down” flexor tendons in “no man’s land” has, in my 
experience, given uniformly poor results. 

One of the principles of tendon grafting is to trans- 
fer the point of tendon suture to an area where the 
surrounding tissues are more elastic and where adhe- 
sions are of less importance. In “no man’s land” the 
tendon is enclosed within a relatively rigid tendon 
sheath, and adhesions here will firmly “bind down” 
the sutured tendon. However, if the tendon suture is 
carried out in a bed or loose areolar tissue, even 
though adhesions form, a satisfactory range of ten- 
don motion will be regained by the stretching of the 
semielastic surrounding tissues. 

A second principle is that the tendon graft should 
be enclosed in a gliding membrane which would pre- 
vent adhesions from forming between the graft and 
the surrounding tissues. There are two forms of glid- 
ing mechanisms, according to whether a tendon pulls 
straight or around a corner. In a straight pull it 
travels through paratenon; in the latter, as in the 
finger, through a tendon sheath. Paratenon is a high- 
ly specialized form of elastic, loose, fatty tissue run- 
ning between the tendon and surrounding tissue. 
Examples of paratenon formation are seen in the 
volar or dorsal aspects of the forearm and over the 
dorsum of the foot. The tendon is not free from the 
paratenon, but adherent, and it drags the loose 
elastic tissue in either direction of pull. At tendon 
rest, the elastic fibers of paratenon are curled. When 
the tendon moves in either direction these elastic 
fibers straighten out to allow full tendon excursion. 


When a tendon graft is transferred with its para- 
tenon, the outer layer of paratenon becomes adher- 
ent to the surrounding tissues but this does not pre- 
vent the tendon from gliding in its inner tube. 

The choice of graft is the palmaris longus tendon, 

present in 70 per cent of the populace. If this tendon 
is absent, the long extensor tendon to the second toe 
will serve. The flexor digitorum sublimis tendons 
have no paratenon and are generally too thick. Be- 
cause of the importance of the paratenon to success, 
the donor tendon must never be stripped or dragged 
out through a small incision. 
“  Atraumatic handling of tissues and accurate sutur- 
ing in hand surgery cannot be accomplished without 
the proper instruments, work bench, and lighting. A 
dependable pneumatic tourniquet is a must. 

Access to “no man’s land” is gained by a lateral 
incision along the line which joins the limits of the 
interphalangeal creases where the finger is flexed. 
This lateral incision can be curved toward the palmar 
aspect of the finger at the metacarpophalangeal and 
distal interphalangeal articulations so that a volar 
skin flap can be raised anterior to the distal nerve 
and artery (Fig. 1). This will give an excellent ex- 
posure of the fibrous tendon sheath throughout the 
finger. 

A radical resection of the tendon sheath and ad- 
herent tendons is carried out, with the following two 
exceptions. A small tuft of profundus tendon at its 
insertion into the distal phalanx is left, as are the two 
thickened areas of tendon sheath corresponding to 
“pulleys” over the proximal aspect of the intermediate 
and proximal phalanges (Fig. 2). However, the 


Fig. |. Site of incision for flexor tendon repair. Insert shows depth 
of the incision, the skin flap not including the digital arteries and 
nerves. “No man's land" is the bracketed area from the distal 
palmer crease to the proximal interphalangeal joint. 
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“PULLEYS” 
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OFUNDU K 


Fig. 2. After radical resection of the tendon sheath and adherent 
tendons, all that remains is a small tuft of profundus tendon at its 
insertion into the distal phalanx and two thickened areas of tendon 
sheath, which act as pulleys, over the proximal aspect of the inter- 
mediate and proximal phalanges. 
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4.0 SILK 


Fig. 3. Distal anastomosis is performed, using 4-0 silk, between 
the profundus tuft and the graft. Insert shows method of suturing. 
Suture line must be distal to the interphalangeal articulation and 
the paratenon drawn over it. 


proximal “pulley” will frequently be scarred or de- 
stroyed in injuries to “no man’s land”; this will neces- 
sitate resection and reconstruction by a portion of 
the donor tendon and its paratenon. 

A second incision in the palm, parallel to the 
proximal palmar crease, and isolation of the proximal 
portion of the profundus tendon is next carried out. 
The profundus tendon is resected back to the lum- 
bricale origin and transfixed with a straight needle to 
make it readily accessible and prevent retraction. 
The remnant of sublimus tendon is resected in the 
palm under slight tension and allowed to retract 
proximal to the lumbricale musculature. 

In obtaining the graft from the forearm or lower 
extremity it is important not to let the paratenon be 
drawn “concertina fashion” to one end of the graft. 
This can be accomplished by small removable trans- 
fixion sutures at each end of the graft. 

The tendon graft is passed from the palmar inci- 
sion into the finger and through the “pulleys” by 
means of a tendon passer or small moistened cath- 
eter. The tendon graft is first sutured to the small 
remnant of profundus tendon at the distal phalanx 
with 4-0 silk (Fig. 3). The suture line of this distal 
anastomosis must be distal to the interphalangeal 
articulation and the paratenon drawn over it. In 
several earlier cases I removed the entire distal seg- 
ment of profundus tendon and attached the tendon 
graft directly to the bone. This required unnecessary 
extra technical difficulties and additional trauma to 
the distal interphalangeal joint. 

Having finished the distal anastomosis of the ten- 
don graft, the finger is kept in an exaggerated degree 
of flexion so that its tip comes to within % to % inch 
of the distal palmar crease. The finger can most easily 
be maintained in this position by passing a superfi- 
cial skin suture from its tip to the distal palmar 
crease. The redundant portions of graft and pro- 
fundus tendon presenting in the palmar incision are 
trimmed so that the proximal anastomosis is at lum- 
bricale muscle level. The proximal anastomosis is 
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Fig. 4. Proximal anastomosis, with insert showing suturing method. 
The anastomosis is covered by suturing the adjacent lumbricale 
musculature over it. During this procedure, the finger is kept in an 
exaggerated position of flexion, with the tip '/ to 3% inch from 
the distal palmer crease, by a superficial skin suture from the 
finger tip to the palmer crease. 


carried out, utilizing the same suture technic and 
material as at the distal anastomosis. Use of the 
stainless steel “pull out” suture technic of Bunnell in 
this area proves quite cumbersome because of the 
position of the flexed finger. The proximal anastomo- 
sis is covered by suturing adjacent lumbricale mus- 
culature over it (Fig. 4). The finger should maintain 
its normal postural change and relationship to the 
neighboring fingers as the wrist is passively flexed 
and extended. It is of the utmost importance to see 


that the paratenon extends smoothly throughout the 
length of the graft prior to skin suture. 


Postoperatively the extremity is immobilized with 
an anterior molded plaster of paris splint and pres- 
sure dressing for 3 weeks, with wrist and fingers in 
slight flexion. Active guarded movements are insti- 
tuted out of the splint several times a day during 
the fourth and fifth weeks, and all immobilization is 
discontinued after the fifth week. ° 

Restoration of full extension is sometimes slow, 
but this can be mastered by a spring extension splint. 
One should not be disheartened if at first the range 
of active motion is limited, as there will often be 
slow but steady improvement for at least 6 to 9 
months. 


Summary 


Division of both flexor tendons in “no man’s land” 
presents one of the most difficult reparative problems 
in hand surgery. Because of the intimate relationship 
of the flexor tendons and fibrous sheath, any form of 
direct tendon suture in this area will result in adhe- 
sions and excessive cicatrix, favoring poor end re- 
sults. Should adherence of primarily sutured tendons 
prevent active motion, tenolysis of the repaired ten- 
don is a wasted procedure, and tendon grafting offers 
the only possible solution. When the surgeon en- 
counters an “untidy” hand injury with associated 
severed flexor tendons in this area or is in doubt as 
how to proceed, he will best serve the patient by 
cleansing the wound and suturing the integument 
only. After the wound is well healed, a tendon graft, 
based on the principles enumerated in this paper, 
can be applied. 2904 Meade Ave. 


1. Bunnell, S.: Surgery of hand. Ed. 3. J. B. Lippincott Co., Phila- 
delphia, 1956. 
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Drugs on the market 


There is little of nationwide import that escapes 
congressional inquiry today. The multibillion-dollar 
drug industry was destined by its vastness to have 
the spotlight played upon it by the Senate Antitrust 
and Monopoly Subcommittee. 

Begun with particular reference to the prices 
being charged to the individual consumer, the in- 
vestigation has now focalized more on the profit 
levels of ethical pharmaceutical manufacturers. The 
inquiry seems far from leaving off. It quickly be- 
came obvious that the subcommittee was out to 
prove that a few large drug concerns were making 
excessive profits and fixing unnecessarily high prices 
for the sick who must buy their products. The tes- 
timony has been half-scientific and half-economic, 
interlarded with considerable righteous indignation 
displayed and enjoyed both by some of the drug 
manufacturers and by some of the Capitol Hill in- 
vestigators. 

Like many congressional inquiries, this one has 
not set forth the problems in a particularly balanced 
and fair manner. And it may not solve any of the 
problems which now exist. However, one fact does 
control whatever is done. So long as the antitrust 
laws are not violated, the drug companies cannot 
be told how to run their business. That is true of 
the manufacturing industry generally, and it cer- 
tainly should be equally true of pharmaceutical 
manufacturing. 
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The drug companies know that the searchlight is 
now upon them, after more than a year’s work in 
setting the focus. From now on they are destined 
from time to time to be within the orbit of con- 
gressional inquiry. 

It is unfortunate that too little is known by both 
physicians and the public about what the drug in- 
dustry is and how it operates. Operation of the drug 
industry is not faultless, but there are many factors 
other than the faults of drug makers that help to 
account for increased costs. These include charges 
by the hospital pharmacy and laboratory. 

It is the ethical pharmaceutical industry that is 
under fire—not the proprietary manufacturer, or that 
portion of an ethical manufacturer’s business that is 
devoted to making “home remedy” drugs for sale 
over the counter without prescription. 

There are some 300 to 400 companies in the ethical 
pharmaceutical industry, although it is estimated 
that two thirds of prescription drugs sold are made 
by approximately a dozen and a half companies. 
Some drugs are manufactured by no more than three 
or four companies. 

The ethical drug industry has had a spectacular 
growth in a little more than 2 decades. It started 
with the sulfas and vitamins—the first of the modern 
family of “wonder” drugs. Then came penicillin and 
the succeeding assortment of antibiotics, the steroid 
hormones such as cortisone, and the tranquilizers. 

With each new drug, sales mounted. The first 
high in term of sales was reached immediately after 
World War II with sales of about $500,000,000. By 
1958 the volume of ethical drug sales reached almost 
$2,200,000,000. Twenty per cent of these sales are 
in foreign countries through an arrangement of for- 
eign subsidiaries. 

With expanding sales sizable profits increased 
logically. In 1958 profits before taxes were 19.9 per 
cent of sales, compared with 7.4 for manufacturing 
generally. Over the last 10 years the profits of the 
ethical drug industry after taxes have averaged 12.3 
per cent of sales. In the manufacturing industry 
generally, profits after taxes in recent years have 
been running at about 4 per cent of sales. 

The favorable balance for the ethical drug in- 
dustry is altered by two facts. Profits can fluctuate 
widely from one year to the next. Again, few in- 
dustries pour so much of their money into research 
as the drug industry—for the drug manufacturer, 8 
per cent of the sales dollar goes into research in 
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contrast to industry generally which spends about 2 
per cent of its sales dollar for research. Expenses 
for drug research in 1959 were expected to total 
$194,000,000. 

Most of this outlay has been spent on new prod- 
ucts. During the past decade 392 previously un- 
known medical chemicals have been developed. The 
extraordinary decline in death rate from all infec- 
tious disease has increased American life expectancy 
10 years since 1937. There is a whole new class of 
aged people. And it is from this group, oddly enough, 
that the loudest complaints are heard concerning 
inability to pay for the drugs out of small pensions. 
It can be argued, however, that those unable to pay 
can obtain free treatment in hospitals and outpatient 
clinics. 

The decline in death rate prompted Austin Smith, 
M.D., former editor of the American Medical Asso- 
ciation and now president of the Pharmaceutical 
Manufacturers Association, to ask, “How much value 
can we place on 3.2 million American lives?” These 
lives, he maintains, were largely saved by the chemi- 
cal revolution in medicine. 

As this comment is being written, the drug manu- 
facturers seem to be having a breather. But the 
hearings may well become explosive again. High 
stakes are involved for a great industry. The emo- 
tional impact of the situation involves the young, 
the sick, and the old. It touches thousands upon 
thousands of aged and chronically ill persons. Could 
it be that the problems that are being attacked are 
only secondary? How can ethical pharmaceutical 
manufacturers be made answerable for the crushing 
financial burden of prolonged or serious illness? 
Perhaps another and more basic investigation is in 
order. A long due reappraisal of the nation’s entire 
health program, with special attention to the needs 
of the aged and the infirm forced to live on small 
fixed incomes, could uncover more casual factors 
than has an investigation of drug costs thus far. 


A good word of warning 


That people who have diabetes, epilepsy, allergies, 
or other such conditions should carry this information 
on their persons has long been considered an impera- 
tive precaution by physicians, police and hospital 
personnel. From time to time devices have been pro- 
posed to make immediately available information 
that can very literally mean the difference between 
life and death. 

The Medic-Alert Foundation, a non-profit organi- 
zation registered in the State of California early this 
year as the Medical Problem Welfare Association, 
Incorporated, supplies an answer to this problem. It 
offers an effective means of identification, and main- 
tains in its executive offices in Turlock, California, an 
information service on its members, available 24 
hours a day on a collect-call basis. 

Membership in the Foundation is open to men, 
women, and children for a nominal registration fee. 
Members are supplied with a bracelet or medallion, 
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the latter to be worn on either a neck chain or charm 
bracelet. All are sterling silver. On the face of 
each are the words “Medic-Alert” and a caduceus, 
and on the reverse side such information as “epilep- 
tic,” “blood type O,” or “allergic to penicillin.” Also 
on the reverse is the person’s membership number, 
through which further information may be received 
from Foundation headquarters. 

Founder of Medic-Alert is M. C. Collins, M.D., 
Turlock physician, who conceived the idea for Medic- 
Alert following the near death of his daughter in 
1956. Her allergy to tetanus antitoxin was not known 
when she was given a scratch test, with close to fatal 
consequences. It is Dr. Collins’ hope, which might 
well be shared by all physicians, that through the 
co-operation of all agencies of health, the Medic- 
Alert Foundation may become international in scope, 
and that its bracelets and medallions, with their 
warning message, become universally recognized. 

Information on the Foundation is available through 
its executive offices, 1030 Sierra Drive, Turlock, Cali- 
fornia. 


An integral part 


More and more hospitals are becoming an integral 
part of their communities. More and more their 
concerns will need to far outreach medical service. 
Granted that many hospital staffs are catching a 
vision of the community hospital as furnishing com- 
prehensive care, many staff members have yet to 
appreciate the unique position they occupy. The 
hospital stands as guardian of the community’s 
health, and no other can be so influential in inter- 
esting young people of high school and college age 
in health careers as can staff members. 

During the past 5 years THE JourNaL has re- 
peatedly called attention to various aspects of the 
nation’s health needs related to the shortage of phy- 
sicians, dentists, nurses, medical technologists, and 
other auxiliary personnel—there are 150 health 
careers. If this shortage is not overcome, hospitals 
will be greatly hampered in their efforts within the 
next decade. 

Young people everywhere need vocational coun- 
seling and guidance. Certain ones are fitted by apti- 
tude to follow a health career. A selected few should 
be led to consider the most challenging career of all 
—that of a physician. It is the duty of the members 
of the osteopathic profession to call the attention 
of this selected group of potential student-physicians 
to osteopathic education. This is an obligation di- 
rectly to the state that has granted the profession 
full practice rights as physicians, based on our claims 
that we are training men and women for these 
responsibilities. 

How many young people have you spoken to 
about a health career? Do you know a young man 
of quality who might possess the aptitudes of a phy- 
sician—an osteopathic physician? These special in- 
terests can be aroused quite easily. Proceeding from 
the broad base of the many health careers open to 


young people, members of hospital staffs, especially 
those of our teaching hospitals, are in a position to 
attract quality material into osteopathic education. 

It is with this opportunity in mind that the direc- 
tor of the A.O.A. Office of Education, Lawrence W. 
Mills, recently prepared “A Vocational Guidance 
Manual for Staffs of Osteopathic Hospitals,” which 
shows how staff members may fit themselves into the 
National Vocational Guidance Program of the Asso- 
ciation. In a foreword to the Manual, Mr. Mills 
has this to say: 

From 1951 until the present time, the number of applicants 
to medical schools in general has been steadily decreasing. 
Because of the well-established programs in the various osteo- 
pathic divisional societies, the number of applicants to osteo- 
pathic colleges has not shown the same decrease. . . . There 
has been a decrease in the quality of applicant. Vocational 
guidance and recruiting efforts, therefore, must be perpetu- 
ally increased in order to assure osteopathic colleges high 
caliber entering classes. 


The profession’s already well-organized program 
of vocational guidance channeled through each di- 
visional society is described in the 1958 “Vocational 
Guidance Manual for Osteopathic Societies and Phy- 
sicians,” which together with the 1960 “Manual for 
Staffs of Osteopathic Hospitals” constitutes a small 
but effective resource for vocational guidance. How- 
ever, a program is effective only to the degree that 
it is manned. If you are among the many who now 
have made no attempt to participate in the program, 
will you indicate your interest by writing the A.O.A. 
Office of Education for details about how you may 
help? Copies of these two manuals will be forwarded 
upon postcard request. Address: American Osteo- 
pathic Association, 212 East Ohio Street, Chicago 11, 
Illinois. 

In following a program of vocational guidance, 
community hospitals will seek not only to provide 
comprehensive health care for the areas they serve, 
but they will also seek to perpetuate themselves by 
guaranteeing a continuing flow of health career peo- 
ple, either to return to the community or pursue a 
health career elsewhere. 


The leaven of discontent 


For 68 years the one purpose of osteopathic educa- 
tion has been to equip men and women to be good 
doctors. To that end, it has striven to improve and 
expand its processes. It has demanded of its students 
more and more years in the disciplines of learning. 
It has exacted from itself unremitting effort to de- 
velop curriculum and method. 

From its beginnings, osteopathic education has 
been possessed of the leaven of discontent. A chart 
of its progress is marked by repeated upswings of 
self-appraisal. 

One of the most searching of these appraisals is 
now in progress, in compliance with the 1957 direc- 
tive of the Board of Trustees of the American Osteo- 
pathic Association that the entire organizational 
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structure of the A.O.A. undergo revision. What the 
national educational agencies have so far accom- 
plished will be reported to the Board this July, with 
an impressive body of recommendations. 

In preparation for this, a series of meetings has 
been held in Central Office in recent weeks. The 
Committee on Colleges, the Committee on Hospitals, 
and the Committee on Accreditation of Postgraduate 
Training have held successive meetings. Representa- 
tives of the specialty colleges and specialty boards 
have met with representatives of the Committee on 
Hospitals. Finally, the Bureau of Professional Edu- 
cation, under which the other groups function, held 
a 3-day session, to work through an 18-point agenda. 
Each of these agencies was concerned not only with 
its own function, but with its place in the whole of 
osteopathic education. 

To attend these meetings in the order of their suc- 
cession was to seem to see different acts of a play. 
They shared the same theme, the same complexity 
of relationships, and many of the same actors. Cer- 
tainly all pointed to the same objective, that of carry- 


ing a student, with as little complication and as high. 


a level of training as possible, from his entrance into 
an osteopathic college to his graduation as a general 
physician and to accreditation as a specialist. 

To attend the meetings was to hear of common 
needs: clarification of duties and authorities; en- 
largement of the personnel of the A.O.A. Office of 
Education; evaluation of curriculums by educators 
from within and without the profession; evaluation 
of intern, residency, and preceptor programs, and 
their relationship to the whole of osteopathic edu- 
cation. 

These are in part the matters considered in the 
recent series of meetings in Association headquarters. 
They will be presented to the executive and legisla- 
tive bodies of the Association. All evidence one im- 
portant and promising fact—the leaven of discontent 
is still at work. 


Aviation medical examiners 


Two pieces of information of coincidental interest 
are appearing in current issues of THE JouRNAL and 
Tue Forum. In this issue of THe JournaL (page 
830) the Council on Federal Health Programs car- 
ries the announcement of the Civil Air Surgeon that 
any physician who wishes to support the efforts of 
the Federal Aviation Agency to promote air safety 
may apply for designation as an air aviation medical 
examiner. The July Forum will carry a story of the 
Flying Osteopathic Physicians Association, Inc., now 
in process of formation, and headed by Dr. W. W. 
Kielbaugh of Earling, Iowa. An invitation to join is 
extended to all osteopathic physicians interested in 
the future of osteopathic medicine in aviation, and 
in the designation of D.O.’s as aviation medical ex- 
aminers. 

Both stories point to an opportunity for interesting 
and productive service. 
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A Message from the President 
of the American Osteopathic Association 


> After having served the profession for al- 
most two decades, in both its policy-making and 
executive branches, I am gratified to be able to 
comment upon a number of current develop- 
ments. 

It appears to me that more than ever before 
emphasis is being placed upon the development 
of organized osteopathy. Some 10 years ago, 
the Board of Trustees of the Association gave 
wise and careful study to the status of the pro- 
fession. The Board looked to the profession’s 
past and present, and recognized the need to 
develop a profile for its future. To evaluate 
strengths and weaknesses, it sought the studied 
opinions of the best minds of the profession 
itself, and engaged the talents and experience 
of an outside agency. 

As a result, many things were learned. 
Changes were made, and the way was paved 
for the establishment of a plan for development 
The profession, we were told, needed to aban- 
don its defensive attitude; it needed re-emphasis, 
recategorization, and recapitulation. “Profile” 
was, in the pertinent sense, a meaningless word. 


We found that we were failing, in some in- 
stances, to put first things first. As an example, 
we were putting emphasis upon building hos- 
pitals without properly evaluating our resources 
for staffing them. We were overlooking the fact 
that more than bricks and mortar are required 
to build a hospital. 

Our self-analysis renewed our realization that 
osteopathic education is in all things of para- 
mount importance. To this end, a positive pro- 
gram of education was carefully planned. Again 
our doctors were made to recognize their obliga- 
tion to osteopathic education; today 90 per cent 
of them are supporting our educational institu- 
tions. Political leadership was recognized as 
necessary, but far less important than intellectual 
leadership. 

It was recognized that political self-aggran- 
dizement must not under any circumstances be 
allowed to interfere with academic achievement. 
The Association’s House of Delegates and Board 
of Trustees approved a realignment of organ- 
izational structure to insure against political 
connotations in this area. As a result, the edu- 
tional matters of the profession are now admin- 
istered by a Bureau of Professional Education. 
Its members are osteopathic nonpolitical edu- 
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cators. A full-time academic administrator is to 
be employed. In time, his services are to be sup- 
plemented by other academic educators of high 
caliber. This will achieve an improved means of 
accreditation for the American Osteopathic As- 
sociation. 

This plan of action, taken by the House and 
Board during the convention last July, indicates 
that decisive provisions are being made for the 
future of the osteopathic profession. Hand in 
hand, our Council on Development is making 
its momentous contribution in a positive, long- 
range program. 

The osteopathic movement in medicine, as 
formally organized in 1892 by a learned man, 
was instituted to improve the current practice 
of medicine, surgery, and obstetrics. It repre- 
sented a philosophy new to medicine’s 2300-year 
history. The new school of thought was pri- 
marily interested in the whole man. Emphasis 
was placed on ecology rather than on symp- 
tomatology, even though palliative procedures 
were not disregarded. 

At that time, such thinking was premature, 
and therefore not acceptable. However, as I 
observe the development of modern medicine, 
I realize that it is coming more and more to 
recognize that if man is to be healthy, he must 
seek the best possible environment. This total 
susceptibility and vulnerability to environment 
have always been primary considerations in the 
osteopathic approach. It has always accepted 
inclusion of comprehensive, preventive, and con- 
structive ecologic medicine. 


Those of us who engage in surgery recognize 
a diseased gallbladder with calculi as a mani- 
festation of an underlying systemic insufficiency, 
and/or metabolic change. The patient’s system 
is in an abnormal state, thus increasing his sus- 
ceptibility to the formation of pathologic tissue. 
Unless this primary disturbance is removed, it is 
probable that symptoms will persist, and will be 
followed by other pathologic formations. 

Not only is the general body of medicine now 
in agreement with these tenets, but it is imple- 
menting them to an increasing degree. Medicine 
as a whole is realizing that if man is to cope 
with the demands of daily living in this space 
age his medical care must take into consider- 
ation the sociologic changes he must meet. Phy- 
siologic and psychologic stresses must be elimi- 
nated or controlled. 

Experience demonstrates that in this area 
osteopathic medicine is making a great con- 
tribution. Statesmanship on the part of osteo- 
pathic physicians will lead to general realization 
of the contribution osteopathic care has to make. 
It is my desire and concern, as chief executive 
officer, that we each address ourselves to this 
noble assignment. 


S. #0. 


2300 Providence Ave., Chester, Pennsylvania 


Bureau of Professional Education—Left to right, seated, Dr. George W. Northup, 


chairman, Committee on Colleges; Dr. Clyde 


C. Henry, Bureau chairman; and Dr. M. Carmen Pettapiece, vice chairman, Committee on Hospitals. Standing, Dr. Ira C. 
Rumney, chairman, Department of Professional Affairs; Lawrence W. Mills, director, A.O.A. Office of Education; Dr. Thomas 
J. Meyers, chairman, Advisory Board for Osteopathic Specialists; and Dr. William Baldwin, Jr., chairman, Committee on Ac- 


creditation of Postgraduate Training. 


Osteopathic education moves forward 


in program of revision 


> Before the A.O.A. Board of 
Trustees and House of Delegates in 
Kansas City in July will come a 


body of reports and recommenda- 
tions that, if passed, will rebuild 
osteopathy’s educational structure. 


Committee on Accreditation of Postgraduate 
Training—Above, left to right, Dr. Howard 
C. Baldwin, Dr. Rumney, and Chairman Wil- 
liam Baldwin, Jr. Right, Mr. Mills, Dr. Ber- 
nard J. Plone, and Dr. Daniel W. McKinley. 


The recommendations will be 
brought to the Association’s House 
and Board as a part of the report of 
the Department of Professional Af- 
fairs, and its Bureau of Professional 
Education. Dr. Ira C. Rumney, 
chairman of the Department, has 
worked closely with the committees 
of the Bureau and with representa- 
tives of specialty groups through- 
out the year. 

The revision of educational proc- 
esses was set into motion in 1957, 
as a part of the work of the ad hoc 
Committee on A.O.A. Organiza- 
tional Structure, of which Dr. 
George W. Northup was first chair- 
man, and which Dr. Campbell A. 
Ward, A.O.A. trustee, now heads. 
Dr. Clyde C. Henry, as chairman 
of the Bureau of Professional Edu- 
cation, will make the principal re- 


port. 
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Committee on Colleges—Left to right, seat- 
ed: Dr. R. McFarlane Tilley, Dr. Charles C. 
Dieudonne, Dr. Dale Dodson, Mr. Mills, and 
Chairman Northup. Standing, Dr. Rumney, 
Dr. Myron C. Beal, Dr. Henry, and Dr. John 
P. Schwartz. 


The changes to be suggested will 
in the main cover curriculum and 
accreditation. They have taken 
shape during recent months in 
meetings held in Central Office by 


the agencies directly concerned 
with educational processes. Meet- 
ings have been held by the Com- 
mittee on Colleges; the Committee 
on Accreditation of Postgraduate 
Training; the Committee on Hospi- 
tals; representatives of specialty 
groups and representatives of the 
Committee on Hospitals; and final- 
ly a summary meeting, held late in 
May, of the Bureau of Professional 
Education. 

“All of these meetings have con- 


tributed findings of vital impor- 
tance to the whole of osteopathic 
education,” said Dr. Clyde C, Hen- 
ry, chairman of the Bureau. “The 
fact that a number of people served 
on more than one committee af- 
forded a continuity of understand- 
ing that aided materially in solving 
problems that seemed at times to 
be unsolvable.” 

Three principal suggestions are 
slated for presentation to the July 
Board and House: One, realign- 


This and five following pictures are of representatives of specialty groups and of the Committee on Hospitals, in session in the Board 
Room of Central Office. Below, left to right: Dr. Richard E. Eby, Committee on Hospitals; Dr. Jacquelin Bryson, American College of 
Osteopathic Obstetricians and Gynecologists; Dr. Hervey S. Scott, American Osteopathic Board of Radiology; Dr. H. William Guinand, 
A.O.A, inspector of hospitals; Dr. Eugene W. Egle, American Osteopathic College of Proctology; and Dr. Carlton M. Noll, American Os- 


teopathic Board of Proctology. 


Below, left to right: Dr. Rumney, Dr. Henry, Mr. Mills, Dr. Schwartz, Committee on Hospitals, and Dr. Arthur H. Witthohn, American Os- 


teopathic College of Radiology. 
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Right—Chairman Victor R. Fisher, on the right, and Vice Chairman Pettapiece. 
Below, left to right, Drs. Ward E. Perrin, American Osteopathic Board of Internal 
Medicine; Neil R. Kitchen, Advisory Board for Osteopathic Specialists; and Stuart F. 
Harkness, American College of Osteopathic Internists. Dr. Floyd E. Dunn, American 
Osteopathic Board of Neurology and Psychiatry, was present but is not pictured. 


ment of duties of the Bureau’s four 
principal committees; two, enlarge- 
ment of the A.O.A. Office of Edu- 
cation; and three, definition of the 
relationship between pre-doctorate 
and post-doctorate training. 


What these changes add up to is 
a clarification of duty and authority 
among educational agencies. The 
Association’s lines of accreditation 
will be rerouted, additional special- 
ists in education, from both with- 


out and within the profession, will 
be added to the Office of Educa- 
tion; the whole process of accredi- 
tation will be brought under one 
authority, and the intern, residency, 
and preceptor programs will be de- 


Below—Left to right, Drs. Vincent P. Carroll, Committee on Hospitals; Charles L. Ballinger, American College of Osteopathic Surgeons; 
James M. Eaton, American Osteopathic Board of Surgery; George E. Himes, American Osteopathic College of Pathologists; and Wil- 
liam L. Silverman, American Osteopathic Board of Pathology. 


Below, left to right, Dr. Ralph S. Licklider, Advisory Board for Osteopathic Specialists; Dr. Clifford C. Foster, American Osteopathic Board of 
Ophthalmology and Otorhinolaryngology; Dr. Jack D. Hutchison, American Osteopathic Academy of Orthopedics; Dr. F. A. Turfler, Jr., 


American Osteopathic College of Radiology; and Dr. Glenn F. Gordon, American College of Anesthesiologists. 
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Below, Dr. Eby, Dr. Silverman, 


Committee on Hospitals—Above, left to right, Dr. Rumney, Dr. Schwartz, Chairman Carroll, Dr. Herbert L. Sanders, and Dr. 


Below, left to right, Dr. Guinand, Dr. Fisher, Vice Chairman Pettapiec>, and Dr. Ralph F. Lindberg. 


Henry. 


fined in their relationship to pre- 
doctorate education. 

“The educational bodies of the 
Association are to be congratulated 
on their accomplishments over the 
last months,” said Lawrence W. 
Mills, director of the A.O.A. Office 
of Education. “Through the patient 
exchange of convictions and ideas 
the people who make up our edu- 
cational groups have worked out 
recommendations to be presented 
to the delegates and trustees by the 
Bureau of Professional Education. 
Accepted, they can go far toward 
solving the most serious of the pro- 
fession’s educational problems.” 


Ren and Patricia A. Guinand, Bureau secretary. 


who completed training during 
1959, 331 are now in private prac- 
tice, with 65.6 per cent in the 
states of California, Michigan, 


A.O.A. releases studies on Ohio, and Pennsylvania. 
* These figures are from two stud- 
graduates and interns ies recently released by the A.O.A. 


Department of Information and 
Statistics, of which Josephine L. 
Seyl is supervisor. The first study, 
concerned with graduates of the 
> Of the 467 graduates from os- pathic hospitals, located in 22 class of 1959, makes an analysis of 
teopathic colleges last June, 461 states. Of the 1959 graduates, 8 their activity following graduation, 
are serving internships in osteo- are women. Of the 436 interns preprofessional training, and _li- 
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censing. The second (see accom- 
panying charts) bases its findings 
on activity since the completion 
of internship, on licensure, and on 
geographic distribution. 

Of the graduates, 84.8 per cent 
had had 4 or more years of pre- 
professional training. Fifteen held 
master’s degrees, one a doctorate, 


and 343 held bachelor’s degrees. 


On January 1, 226 held at least one 
unlimited license. 

Further figures disclose that 30 
years was the average age of 1959 
graduates from the six colleges. 
Nine were under 25 years of age, 
251 between 25 and 29, and 144 
between 30 and 34. Three were 
between 45 and 50. 

Of doctors who completed in- 


LOCATION AND ACTIVITY OF OSTEOPATHIC PHYSICIANS WHO COMPLETED INTERNSHIPS IN 1959 


January 1, 1960 


ternships during 1959 and had not 
entered private practice by the 
first of January, 63 were serving 
residencies, 11 were preceptees or 
assistants, 3 were fellows, 10 had 
taken full-time hospital positions, 
and two had taken full-time col- 
lege faculty positions. Just over 
97 per cent held at least one un- 
limited license. 


Private 
practice 


Present 
location 


State 


or 
Residency assistantship Fellowship 


Not in private practice 


Full-time 
college 
faculty 


Preceptorship 


Full-time 
hospital 
position 


Not yet 


No 
established Retired information 
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NATIONAL OSTEOPATHIC 


Foundation announces 
three new grants 


> Grants from three pharmaceu- 
tical companies have been an- 
nounced by the Foundation. The 
Eli Lilly and Company of Indian- 
apolis has made a grant of $2,500; 
the Warner-Chilcott Laboratories, 
a division of the Warner-Lambert 
Pharmaceutical Company, Morris 
Plains, New Jersey, a grant of 
$1,000; and the Lederle Labora- 
tories, a division of the American 
Cyanimid Company, Pearl River, 
New York, one of $2,500. 

This brings to $28,000 the total 
of new grants received by the 
Foundation during the current fis- 
cal year. 


Laymen head Board of 
osteopathic foundation 


> At the first meeting of the Na- 
tional Osteopathic Foundation un- 
der its new title and by-laws, two 
laymen were elected to top po- 
sitions on the Board of Directors. 

At the meeting held Saturday, 
April 30, at the American Osteo- 
pathic Association headquarters, 
Chicago, Herbert E. Evans, Co- 
lumbus, Ohio, was elected chair- 
man of the Board, and Earle R. 
MacLaughlin, Midland, Michigan, 
was named vice chairman. William 
T. Brady, New York City, is a 
member of the Board. 

Mr. Evans is president of the 
Peoples Broadcasting Company, 
Columbus; Mr. MacLaughlin is 
chief engineer of the Dow Chem- 
ical Company, Midland; and Mr. 
Brady is president of the Corn 
Products Company, New York City. 

Osteopathic physicians who are 
Board members are Drs. Galen S. 
Young, Chester, Pennsylvania, 
President of the A.O.A.; Roy J. 
Harvey, Midland, President-Elect; 
George W. Northup, Livingston, 
New Jersey, Immediate Past-Presi- 
dent; and Trustees Charles L. Nay- 
lor, Ravenna, Ohio, Ira C. Rumney, 
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FOUNDATION 


Mr. Evans 


Ann Arbor, Michigan, and William 
B. Strong, Des Moines, Iowa. Dr. 
Strong is chairman of the A.O.A. 
Council on Development. 

Action to revise the former Os- 


DEPARTMENT OF 


Bureau of Public Education on Health 


Committee on Medical Care 
releases interim report 


> Memorandums and publica- 
tions of the Committee on Medical 
Care and related A.O.A. agencies 
are forming a solid basis for the 
study and understanding of cur- 
rent developments in regard to 
third party medicine, health in- 
surance, and other medical care 
plans. Certain comments are ap- 
plicable to particular phases of 
these health programs as they re- 
late to the osteopathic profession. 
They are largely matters of opinion 
which have varying pertinency, 
depending upon conditions in dif- 
ferent areas of the country. 


teopathic Foundation, chartered in 
1949 as the philanthropic affiliate 
of the American Osteopathic Asso- 
ciation, was taken during the mid- 
year meetings of the Foundation 
and A.O.A. Boards. The National 


Mr. MacLaughlin 


Osteopathic Foundation now 
emerges as a new body with 
amended _ by-laws and_ broader 
functions than those of the Osteo- 
pathic Foundation. 


PUBLIC AFFAIRS 


For background information, the 
pamphlet, “Health Service and Fa- 
cilities,” is recommended. A state- 
ment of the American Osteopathic 
Association, published in 1957, it 
sets forth the basic principles of 
medical care plans, and can be of 
material assistance to doctors wish- 
ing to develop plans or to accom- 
modate themselves to changing 
concepts in the health field. In the 
opinion of the Committee on 
Medical Care Plans, this document 
needs to be printed in divisional 
society publications, distributed 
during state meetings, and made a 
topic for discussion on conven- 
tion programs. 

The interim report of the com- 
mittee, recently released, thus ex- 
plains various phases of the broad 
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subject, and supplements its in- 
formation with Committee com- 
ment: 


Closed panel prepaid medical 
care plans * Closed panel prepaid 
medical care plans are receiving 
considerable attention throughout 
the country, but they have shown 
substantial growth only in the 
Health Insurance Plan of Greater 
New York and the Kaiser-Perma- 
nente Plan in the western states. 
These two plans include almost 
half of the 3,000,000 persons so 
covered. 

When it is considered that the 
present population of the country 
is 180,000,000 persons, the percent- 
age of care provided by such plans 
is small and is mainly localized in 
two areas. Under many of the 
smaller plans, care is far from com- 
prehensive. Nonetheless, the pro- 
fession should be acquainted with 
the characteristics of these plans. 
Interprofessional problems of the 
medical and osteopathic profes- 
sions and of hospital accrediting 
agencies appear to be the most 
serious problems involved. They 
affect the eligibility of the osteo- 
pathic profession to participate. 
Here are various aspects of the 
closed panel plans: 


Panel doctors—Plans of this type 
are frequently based on the utiliza- 
tion of the services of well-bal- 
anced groups of physicians organ- 
ized as medical partnerships. They 
contract with the medical care 
plan to provide care for members 
on a capitation basis. Thirty or 
more partnerships may provide 
care for one plan. The doctors so 
organized are well-motivated, com- 
patible, and service-minded. They 
agree to maintain standards of care 
for patients, and recognized stand- 
ards of postgraduate and specialty 
training. 

Each partnership may own its 
own clinical facilities which meet 
prescribed standards. The quanti- 
ty and quality of the care is under 
constant observation by both the 
medical group and the medical 
care plan. In the Health Insurance 
Plan of Greater New York and the 
Kaiser-Permanente Plan, the doc- 
tors are not salaried employees, 
and may provide services for pri- 
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vate patients as well as those cov- 
ered under the prepaid medical 
care plans. 

Comment: This type of partner- 
ship means that members of the 
osteopathic profession should be 
able to participate in areas where 
such plans are in existence or are 
being organized. If members of the 
profession are interested in organ- 
izing balanced partnerships, in- 
cluding specialists and general 


Dr. Classen 


practitioners, and are meeting pro- 
fessional standards, there seems to 
be no reason they should not par- 
ticipate. 


Closed panel plan objectives— 
As listed by the Group Health 
Federation of America, the objec- 
tives of the prepaid program are: 

1. Programs should be organized 
on a nonprofit basis. 

2. Benefits should be in the form 
of direct medical services rather 
than cash indemnity. 

3. Family members should be 
included for the full scope of bene- 
fits. 

4. Health services should be 
comprehensive, including preven- 
tion, diagnosis, treatment, and re- 
habilitation—available as needed 
in home, office, or hospital. 

5. The quality of medical care 
should be promoted by the struc- 
ture and policy of the plan itself, 
under the standards and supervi- 
sion of a qualified professional 
group. 

6. Medical and auxiliary person- 
nel should be able to function in 


co-operative association, with the 
various health services co-ordinat- 
ed in modern, well-equipped facili- 
ties. 

7. Administrative practices must 
be such as to enhance the econ- 
omy and efficiency of service, with 
no diversion of funds to promotion- 
al, commercial, or other nonessen- 
tial purposes. 

8. Policy control should include 
adequate representation of those 
who receive the services and those 
who contribute the funds, with 
safeguards for professional control 
of medical affairs. 

9. Whenever possible, unified 
health service facilities should be 
utilized by all interested communi- 
ty groups, with avoidance of un- 
necessary duplication and waste. 

10. The program must remain 

flexible, responsive to the changing 
needs of its members, and adapta- 
ble to the changing methods of 
medical practice. 
Comment: These principles would 
not appear to be other than basic 
to a medical care program, except 
for the nonprofit, prepayment, and 
service benefit features of these 
plans. 


Hospital facilities—Hospital fa- 
cilities are essential to any compre- 
hensive medical care program. The 
closed panel plans now in exist- 
ence, however, do not seek the ex- 
clusive use of any hospital facility. 
Their main requirements are that 
the hospitals meet recognized 
standards and that the members of 
each physician-partnership group 
utilize no more than one or a se- 
lected hospital group so that the 
objective of comprehensive organ- 
ized care can be achieved. These 
requirements would not impede os- 
teopathic participation, and, as a 
matter of fact, it may well be that 
in many areas the present. organi- 
zation of osteopathic physicians 
and surgeons around one hospital 
comes close to meeting these re- 
quirements. While the Kaiser-Per- 
manente Plan owns its hospitals, 
the facilities are not restricted sole- 
ly to persons or physicians under 
the plan. 

Comment: An analysis of the pre- 
paid medical plans does not dis- 
close any features or obstacles re- 
lating to the providing of hospital 
services which could not be met by 


osteopathic institutions in local 
areas where the doctors are inter- 
ested in organizing group partner- 
ships willing to contract with pre- 
payment health plans. 


Hospital service payments— 

Many of the plans utilize existing 
Blue Cross insurance plans to pro- 
vide for payment for hospital serv- 
ices, and may thus actually only 
contract with their members for 
the medical care provided by the 
doctors. Generally, members con- 
tract separately for their Blue 
Cross or other hospital coverage 
under a group plan established by 
the employer, whether in industry 
or government. Plans so organized 
would not disturb to any extent 
present hospital financial arrange- 
ments. This type of arrangement is 
utilized in the Health Insurance 
Plan of Greater New York and also 
by Group Health Association of St. 
Paul, Minnesota. The present 
thought is that existing nonprofit 
community hospitals should be 
used and that plans should not as- 
sume the burden of building hospi- 
tals. 
Comment: Participation of the os- 
teopathic profession under a pre- 
payment plan organized in con- 
junction with an existing Blue 
Cross or other hospital plan, or 
even with a commercial hospital 
insurance plan, would not involve 
problems of joint hospital use by 
M.D.’s and D.O.’s or conflicts be- 
tween the doctor-partnerships pro- 
viding care. Impediments relating 
to hospital use would not thus be 
encountered. This should facilitate 
osteopathic participation. 


Organization of a comprehensive 
medical care program—As late as 
1954, the average membership of 
100 prepayment plans was about 
4,000 persons. Group Health Co- 
operative of Seattle commenced 
operation in 1947 with only 260 
families, and similar examples of 
small beginnings of successful 
health plans can be cited. In many 
areas of the country where com- 
munity interest is evident, the os- 
teopathic profession may have a 
sufficient number of doctors and 
available hospital facilities which 
could be organized to participate 
in such comprehensive medical 
care programs. 

Comment: At present doctors of 
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osteopathy are not participating in 
any medical care programs. This 
lack of participation may well be 
due more to a failure to understand 
or to recognize the requirements 
than to a lack of interest. Doctors 
interested in detailed information 
about such medical care plans 
should purchase a copy of the Pro- 
ceedings of the 9th Annual Group 
Health Institute, published by the 
Group Health Association of Amer- 
ica, 343 N. Dearborn Street, Chica- 
go 4. Price $2.00. 


Relative value studies * The or- 
ganization and use of relative value 
studies by the medical and osteo- 
pathic professions and, perhaps 
more importantly, the insurance 
companies have resulted in in- 
creased attention to the medical 
terminology used by doctors in de- 
scribing both the diagnosis and 
treatment accorded patients. Rela- 
tive value studies serve a purpose 
both in identification of services 
and in the index of value. It is im- 
portant that the profession under- 
stands their many uses. 

Some dissatisfaction exists in in- 
surance companies over the lack of 
uniformity among osteopathic phy- 
sicians in describing both diagnosis 
and treatment in cases relating to 
structural conditions and the use of 
manipulative therapy. Some dis- 
satisfaction also exists regarding 
the specificity of the prognosis and 
the length of treatment. This ex- 
ample of the problem was recently 
commented upon by the Montana 
Osteopathic Association: 

“Treatment: ‘Osteopathic manip- 
ulative treatment’ is not accepted 
as correct. It does not show what 
you have done. For example, it 
would not be correct for a surgeon 
to put under treatment ‘surgery.’ 
Granted, surgery was performed, 
but where, and what was done? 
Correct method would be to say, 
‘Osteopathic manipulative _ treat- 
ment was given to correct a right 
sacroiliac strain and to establish 
motion in the affected articulation.’ 
Then give your results. State how 
the patient is progressing.” 


Comment: In claim forms or bills 
where third parties are obligated to 
pay for the care, physicians need to 
pay increased attention to their de- 
scriptions of diagnosis and treat- 


ment. Use of acceptable terminol- 
ogy will be helpful in avoiding 
delays or questions pertaining to 
the payment of claims. Frequently 
the trouble may be with the doc- 
tor and not with the third party or 


insurance company. 


Major medical expense insur- 
ance * The four most important 
medical problems relating to major 
medical expense insurance, insofar 
as doctors and insurance com- 
panies are concerned, continue to 
be: unnecessary surgery or over- 
charging in surgery; unnecessary 
hospitalization, frequently for diag- 
nostic purposes; overuse of drugs; 
and prolonged treatment or care. 
The absence of a fee schedule un- 
der major medical expense insur- 
ance plans makes insurance com- 
panies particularly sensitive to any 
factors which result in the in- 
creased cost of medical care. In- 
creased costs mean increased insur- 
ance premiums, the premature 
exhaustion of major medical insur- 
ance benefits, and excessive pay- 
ments by insured persons under the 
deductible and co-insurance provi- 
sions of this type of insurance. Ma- 
jor medical expense insurance now 
covers some 15,000,000 Americans 
and is the type of health insurance 
showing the greatest growth. It is 
considered by the insurance com- 
panies to be one of the best protec- 
tions against so-called socialized 
medicine at a government level. 


Comment: It is the responsibility 
of the health professions to assist in 
the growth and expansion of major 
medical expense insurance by at- 
tempting to eliminate or lessen the 
occasions when insurance com- 
panies can justifiably protest 
against the bills submitted by phy- 
sicians or hospitals. It is in the in- 
terest of the health professions that 
major medical expense insurance 
coverage grow without being 
shackled by fee schedules or limita- 
tions on care which may be neces- 
sary if present abuses do not de- 
crease. 


Conclusions * Closed panel pre- 
payment medical care plans are 
still limited in number and cover- 
age, and their growth will be slow. 

In some areas D.O.s may be in- 
terested in organizing or utilizing 
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existing balanced group practices 
to provide care under such prepaid 
medical care plans where their op- 
eration indicates that such plans 
may become a significant factor in 
the local health services system. 

Voluntary health insurance is 


COUNCIL ON FEDERAL HEAL 


Applications open for 
medical aviation examiners 


> Effective June 15, the Federal 
Aviation Agency requires all appli- 
cants for a student or private pilot 
(Class 3) medical certificate to 
take their medical examinations 
solely from designated aviation 
medical examiners. (See JouRNAL 
for June 1959, page 664.) 

Previous regulations required ap- 
plicants for Airline Transport Pilot 
(Class 1) and Commercial Pilot 
(Class 2) medical certificates to be 
examined by designated medical 
examiners. The change requires ap- 
plicants for all three classes of air- 
man medical certificates to take 
their medical examinations only 
from designated medical examin- 
ers. The amendment is reproduced 
below. 

The Civil Air Surgeon has an- 
nounced that he will welcome an 
application for designation from 
any physician who wishes to join 
in the Agency’s efforts in support 
of air safety. The chief criterion 
for designation and retention is a 
demonstrated interest in aviation 
medicine and in the furtherance of 
aviation safety. Designated exam- 
iners, including physicians (D.O.), 
will have responsibility for main- 
taining detailed knowledge of a 
manual of instruction, published 
standards, and periodic directives 
issued by the Agency. In addition, 
they must possess the equipment 
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showing a constant increase in cov- 
erage, and in particular group ma- 
jor medical expense insurance pro- 
grams are having a rapid growth. 
Major medical expense insurance 
plans, when tied in with basic med- 
ical and surgical indemnity insur- 
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and facilities necessary to carry out 
the prescribed examinations. Ap- 
plications should be made to the 
appropriate FAA Regional office. 

Airmen holding Class 3 medical 
certificates are required to be ex- 
amined every two years. A list of 
the designated medical examiners 
in any area may be obtained from 
any of the following FAA Regional 
Offices: 

Region 1—New York: New York 
International Airport, Jamaica, New 
York 

Region 2—Fort Worth: P.O. Box 
1689, Fort Worth 1, ‘Texas 

Region 3—Kansas City: 4825 
Troost Avenue, Kansas City 10, 
Missouri 

Region 4—Los Angeles: P.O. Box 
90007, Airport Station, Los Angeles, 
California 

Region 5—Anchorage: P.O. Box 
440, Anchorage, Alaska 

Region 6—Honolulu: P.O. Box 
4009, Honolulu 12, Hawaii 

The amendment follows: 


Title 14—AERONAUTICS AND 
SPACE 


Chapter I1I—Federal Aviation Agency 


SUBCHAPTER A—PROCEDURAL REGULATIONS 
[Reg. Docket No. 198; Amdt. 406-13] 


PART 406—CERTIFICATION 
PROCEDURES 


Class III Medical Examinations and 
Certificates by Medical Examiners 


Notice was given in Draft Release No. 
59-2 (24 F.R. 2961) that it was proposed 
to amend Part 406 of the regulations of 


ance plans, are providing on a 
group coverage basis a high degree 
of financial protection for em- 
ployees. They appear to be the 
fastest developing and most easily 
administered of comprehensive in- 
surance programs. 


the Administrator by requiring all appli- 
cants for airman medical certificates to 
be examined by designated medical ex- 
aminers. Interested persons were afford- 
ed opportunity to submit in writing, with- 
in thirty days after publication of the 
notice in the FEDERAL REGISTER on April 
17, 1959, such data, views, or comments 
as they desired. Furthermore, after is- 
suance of a Notice of Public Hearing (24 
F.R. 9847 and 25 F.R. 122) a public 
hearing was held on February 11, 1960, 
in accordance with section 4(b) of the 
Administrative Procedure Act. 

As pointed out in the draft release, the 
purpose of the amendment is to reestab- 
lish the previous practice that only desig- 
nated medical examiners may give re- 
quired airman medical examinations and 
issue medical certificates of any class. At 
present, only designated medical examin- 
ers may give the examinations for and 
issue Class I and Class II medical certifi- 
cates, but examinations for Class III 
medical certificates may be given, and 
the certificates issued, by any “competent 
licensed physician,” whether or not he 
has been designated by the Administrator 
as a medical examiner. “Competent li- 
censed physician” by its terms means any 
person who is licensed to practice any 
part of the healing art in the state of his 
residence. 

The medical certificates issued to this 
class of airmen have become progressive- 
ly less meaningful and effective. Through 
studies conducted by the former Medical 
Division of the Civil Aeronautics Admin- 
istration, it had been demonstrated that 
many Class III airmen are being ex- 
amined and medically certificated by 
members of the healing art who, though 
licensed, are not generally recognized to 
be properly equipped and qualified to 
practice aviation medicine. 

There is no effective way of exercising 
administrative control over non-designat- 
ed medical examiners and there is no 
assurance that failures to apply the ap- 
plicable standards will be discovered and 
corrected. Inevitably and as a conse- 
quence thereof, numerous applicants 
who, in fact, are unable to meet the pre- 
scribed standards have been issued medi- 
cal certificates and have been permitted 
to exercise the privileges of airmen. A 
survey has revealed that of the Class III 


airmen examined by non-designated phy- 
sicians, 84 percent of those who did not 
meet the medical standards of the Fed- 
eral Aviation Agency nevertheless were 
given certificates by the examining physi- 
cians. In the light of the known conse- 
quence of the present policy, it appears 
that this is not in keeping with the intent 
of Congress in providing in section 314 
of the Federal Aviation Act of 1958 for 
delegation of authority to qualified pri- 
vate persons to perform examinations and 
issue certificates. 

The written views, opinions and com- 
ments from associations and private in- 
dividuals and the oral presentations made 
at the hearing on February 11, 1960, 
have been carefully evaluated. Great 
weight was given to comments received 
from physicians and medical associations 
in deference to their professional qualifi- 
cations which would permit them to as- 
sist in prescribing the most effective 
means by which adequate medical ex- 
aminations of airmen could be conducted. 
The majority of individual doctors com- 
menting approved the proposal, as did 
practically all the medical associations, 
including the American Medical Associa- 
tion, Aerospace Medical Association, the 
Flying Physicians Association, and the 
Civil Aviation Medical Association. 

Opposition to the proposed amendment 
was received from the Aircraft Owners 
and Pilots Association, other groups, and 
private individuals. Their arguments ap- 
pear to fall into two general categories. 
They contend that there is a lack of cor- 
relation between medical defects and ac- 
cidents and that the proposal, if adopted, 
would result in great hardship and incon- 
venience to Class III airmen. In addition, 
it was charged that the family physician 
would, by this proposal, be barred from 
performing airman medical examinations. 
This charge is made solely by the Air- 
craft Owners and Pilots Association. No 
such concern is expressed by the Ameri- 
can Medical Association whose member- 
ship includes almost all of the country’s 
family physicians. On the contrary, the 
AMA has endorsed the plan. 

Arguments which discount the signifi- 
cance of medical fitness in relation to fly- 
ing fail to state the circumstances which 
make such arguments appear persuasive. 
No comprehensive study of such relation- 
ships in civil aviation has been made. 
There has been no routine medical inves- 
tigation of civil aircraft accidents. It 
must therefore be assumed that such 
medical cause factors as may have been 
present went undetected. Support for 
this assumption is provided by the results 
of very recent investigations in which 
careful study has been made of the medi- 
cal aspects of accidents. Evidence of 
physical incapacity as the primary acci- 
dent cause has been uncovered in sev- 
eral of these investigations. The routine 
application of medical techniques in fu- 
ture investigations should provide data 
which establish more clearly the extent to 
which medical factors constitute primary 
or contributing causes. The lack of sta- 
tistically significant numbers of accidents 
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known to be due to medical deficiencies 
is, for the above reasons, not persuasive 
as an argument in opposition to the prac- 
tice which this amendment would rees- 
tablish. In this connection the Agency 
has previously announced that it does 
not intend to be solely responsive to dis- 
aster in determining the need for action 
in regulatory matters. 

It is clear that the public safety is di- 
rectly threatened when the pilot of an 
aircraft is afflicted by a condition likely 
to produce sudden incapacity or which 
interferes with his abilities to perform 
with safety those duties necessary in the 
piloting of aircraft. The threat involves 
occupants on the ground as well as those 
of the aircraft, as demonstrated by sev- 
eral recent light plane accidents. The 
unindoctrinated physician cannot be ex- 
pected to appreciate fully the air safety 
implications of many of the medical de- 
fects ordinarily compatible with the per- 
formance of other, non-flying, types of 
activity. As a consequence, perfectly 
competent physicians have issued certifi- 
cates to airmen with coronary heart dis- 
ease, diabetes requiring insulin, poten- 
tially recurrent mental illness. These are 
conditions which medical specialists, who 
have carefully studied the involved safety 
implications, consider incompatible with 
safe flying. In the absence of a procedure 
which would permit adequate direction 
and supervision over the performance of 
examinations and issuance of medical 
certificates, it can be expected that airmen 
who do not meet the medical require- 
ments will continue to receive certificates. 

The Federal Aviation Act of 1958, en- 
acted by Congress, directs the Adminis- 
trator to investigate and determine that 
an airman applicant is physically able to 
perform the duties pertaining to the posi- 
tion for which an airman certificate is 
sought. The Administrator remains re- 
sponsible for this determination even 
though it is made by someone else in his 
name. That this responsibility be satis- 
factorily discharged requires the Agency 
to be in a position to exercise administra- 
tive direction and supervision over those 
persons who are acting for it. As indi- 
cated above, the technical competence of 
examining physicians (as established by 
licensure) has not by itself assured the 
necessary responsiveness to the Agency’s 
statutory responsibilities. The amend- 
ment adopted here is intended to assure 
a procedure by which the Administrator 
is able to provide for the necessary ad- 
ministrative direction and supervision in 
order to carry out his statutory function 
of properly certificating Class III airmen. 

Airmen holding Class III medical cer- 
tificates are required to be reexamined 
only each 24 calendar months. There are 
at present some 2,000 physicians who 
have been designated for the purpose of 
examining and issuing medical certificates 
to airmen. Compared to the combined 
overall population of licensed practition- 
ers of the healing art, including medical 
doctors, osteopathic doctors, optometrists, 
chiropractors, naturopaths, etc., who are 
now authorized to examine Class III air- 


men, the designated examiner group is 
quantitatively small. This lends apparent 
validity to the contention of inconven- 
ience. However, examiners now desig- 
nated, and to whom all Class I and Class 
II airmen are required to report for ex- 
amination, now examine two-thirds of all 
active civil pilots. In addition to examin- 
ing all Class I and Class II airmen, exist- 
ing designated examiners examine more 
than 25 percent of active Class III air- 
men who voluntarily select such exam- 
iners. 

Medical examiners are physicians in 
private practice. Examination of airmen 
for certificates constitutes only a small 
portion of their professional work. As a 
consequence, an increase of 50 percent 
in the numbers of airmen who would be 
required, by this amendment, to be ex- 
amined by designated examiners would 
not constitute an unmanageable addition 
to their workload and would, therefore, 
not be expected to affect the availability 
of an examiner’s time for this purpose. 
Inconvenience to airman applicants would 
not be expected simply as a consequence 
of the increased number of applicants to 
be examined. 

Concerning the accessibility of examin- 
ers by virtue of their geographic distribu- 
tion, the Agency has made several com- 
prehensive surveys within the past two 
years to determine the adequacy of dis-- 
tribution of examiners in relation to areas 
of general aviation activity. It is apparent 
that, with few exceptions, the location of 
examiners is such that there will be mini- 
mum inconvenience to Class III airmen 
in reporting to the offices of designated 
examiners. An accelerated program for 
the selection of additional examiners con- 
tinues which will provide even more 
complete geographic coverage. Particular 
attention is given to areas where the 
need is most apparent. 

The charge that family physicians 
would be excluded as a consequence of 
adoption of this amendment is false. 
Many family physicians have heretofore 
been designated as examiners. The 
Agency will welcome the application of 
any family physician who wishes to join 
us in our efforts to promote air safety. 
Examiners now designated and_ those 
who will be designated in the future will 
be given courses of training to ensure the 
most effective dissemination of up-to-date 
knowledge of aviation medicine concepts 
and procedures. 

Aviation medical examiners, as repre- 
sentatives of the Agency, assume certain 
responsibilities directly related to the 
Agency’s safety programs. They serve in 
their communities as the federal govern- 
ment’s safety representative where medi- 
cal matters are concerned. They have 
public responsibility to ensure that only 
those applicants physically and mentally 
able to perform safely are permitted to 
exercise the privileges of airmen. 

In order to discharge properly the 
duties associated with these responsibili- 
ties, examiners must maintain a detailed 
knowledge and understanding of the sub- 
ject matter of a manual of instructions, 
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published standards, and periodic direc- 
tives issued by the Agency. They must 
maintain familiarity with general medical 
knowledge applicable to aviation. In ad- 
dition, they must possess the equipment 
and facilities necessary to carry out the 
prescribed examinations. This ordinarily 
requires that the physician acquire a 
minimum amount of equipment in addi- 
tion to that which he would need for the 
ordinary practice of medicine. 

Prior to designation, an examiner is 
required to show the extent of his medi- 
cal training and experience and that he 
is in good standing with his local medical 
society. In the selection and retention of 
examiners, due consideration is given to 
the Agency’s desire that its representa- 
tives be professionally qualified physi- 
cians who enjoy the fullest respect of 
their associates and members of the pub- 
lic whom they serve in the name of the 
Administrator. 

In consideration of the foregoing, Part 
406 of the regulations of the Administra- 
tor (14 CFR Part 406) is hereby amend- 
ed as follows: 


1. By amending § 406.1 by adding a 
new paragraph (e) to contain the defini- 
tion of a medical examiner to read as 
follows: 


(e) “Aviation medical examiner” shall 
mean a licensed physician designated by 
the Administrator to perform appropri- 
ate medical examinations and to issue 
medical certificates prescribed by the 
Civil Air Regulations. 


2. By amending § 406.11(b) by strik- 
ing the first sentence and substituting in 
lieu thereof the following: “A medical 
examination where required will be given 
by an aviation medical examiner as indi- 
cated in this subpart.” 


3. By amending § 406.12(a)(2) to 
read as follows: 


(2) Examination. An examination for 
this certificate will be given by an avia- 
tion medical examiner specifically desig- 
nated for this purpose. A list of these 
aviation medical examiners in any area 
may be obtained by addressing a request 
to the Regional Manager of the region in 
which the area is located. 


4. By amending § 406.12(b)(2) to 
read as follows: 


(2) Examination. An examination for 
this certificate will be given by an avia- 
tion medical examiner. A list of the avia- 
tion medical examiners in any area may 
be obtained by addressing a request to 
the Regional Manager of the region in 
which the area is located. 


5. By amending § 406.12(c)(2) to 
read as follows: 


(2) Examination. An examination for 
this certificate will be given by an avia- 
tion medical examiner. A list of the avia- 
tion medical examiners in any area may 
be obtained by addressing a request to 
the Regional Manager of the region in 
which the area is located. 


(Secs. 313(a), 314(a), 601, 602, 72 Stat. 


752, 754, 775, 776, 49 U.S.C. 1354(a), 
1355(a), 1421, 1422) 
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This amendment shall become effective 
on June 15, 1960. 


Issued in Washington, D.C., on May 3, 


1960. 
JAMES T. PYLE, 
Acting Administrator. 
{[F.R. Doc. 60-4148; Filed, May 5, 1960; 
8:52 a.m.] 


Federal employees health 
benefits plans approved 


> The Civil Service Commission 
has approved the government-wide 
indemnity benefit plan offered by 
Aetna Life Insurance Company of 
Hartford, Connecticut, and _ the 
government-wide service benefit 
plan offered by Blue Cross-Blue 
Shield under the federal employees 
health benefits program to go into 
effect in July. 

Physician participation under the 
two government-wide plans is simi- 
lar to definitions in use in the De- 
pendents’ Medical Care Program. 
Official brochures descriptive of 
the two government-wide plans are 
reproduced below. 

The Commission has also ap- 
proved the thirteen federal em- 
ployee organization health benefit 
plans and the twenty-two compre- 
hensive medical plans. 

All of the federal employee or- 
ganization plans are of the indem- 
nity benefit type. These plans will 
reimburse the enrolled employee 
for costs of covered health care 
services. The plans will offer a high 
and low option of benefits, each 
with premiums related to the value 
of the benefits offered. Most of 
the employee organization plans 
will also offer basic and major 
medical coverage in both options. 
To join one of these plans the em- 
ployee must be a member of the 
organization at the time he selects 
the plan. Incomplete summaries of 
the employee organization plans of 
the following seven organizations 
extend participation to all licensed 
osteopathic physicians: National 
Association of Letter Carriers; Na- 
tional Federation of Post Office 
Motor Vehicle Employees; Nation- 
al League of Postmasters of the 
United States; National Rural Let- 
ter Carriers Association; National 
Association of Post Office and Gen- 
eral Services Maintenance Em- 
ployees; United National Associa- 


tion of Post Office Craftsmen; and 
Federal Postal Hospital Association. 
The National Federation of Post 
Office Clerks extends participation 
on the same basis as the govern- 
ment-wide indemnity benefit plan 
(Aetna). The American Federa- 
tion of Government Employees 
uses the Medicare definition. 

The comprehensive medical 
plans are of the group- or individ- 
ual-practice prepayment type. They 
offer a broad range of medical 
services and hospital care. Slightly 
fewer than half of the comprehen- 
sive plans will offer two levels of 
benefits. Each of the comprehen- 
sive medical plans provides health 
care services in a specific geo- 
graphic area. Enrollment in a com- 
prehensive plan is limited to em- 
ployees who work or reside where 
they can obtain the benefits offered 
by the plan. Incomplete summaries 
or the brochures of the comprehen- 
sive plans show that Group Health 
Plan (Minneapolis-St. Paul), the 
North Idaho District Medical Serv- 
ice Bureau, Incorporated, and the 
Federal Employees Health Plan of 
Washington Physicians Service of 
Seattle restrict participation to 
Doctors of Medicine, that the Seat- 
tle Letter Carrier’s Medical Serv- 
ice, Incorporated is open to all li- 
censed practitioners of the healing 
arts, and GHI Family Doctor Plan 
(New York-New Jersey) includes 
doctors of osteopathy. 

Approximately 1,800,000 federal 
employees are expected to enroll 
in the new health benefits program 
for themselves and their more than 
2,200,000 dependents under one or 
another of the plans offered. The 
enrollment period will be June 1 
through June 30. Brochures de- 
scriptive of all the plans are ex- 
pected to be available before the 
enrollment period. 

The huge enrollment expected 
and the wide variety of choice of 
plans and options offered make this 
program the largest and most com- 
plex employer-sponsored voluntary 
program of health benefits in the 
world. The government will con- 
tribute up to half the cost of each 
health benefits plan, with the em- 
ployee paying the balance of the 
cost of the plan he chooses through 
payroll deductions. The volume of 
first-year premiums is expected to 
approximate $250,000,000. 


Following is the “Government-wide Service Benefit 
Plan Administered by Blue Cross and Blue Shield, 
Approved by the United States Civil Service Com- 
mission Under the Federal Health Benefits Act of 


1959”: 


Enrollment Code Number 


To enroll, you must copy onto your Registration Form an Enrollment Code 
Number that shows which Plan, which Option, and which type of enrollment 
you want. If you choose Tus PLAN, the chart below will give you that Code 
Number as well as the name of the Plan. 


Be sure you copy both the name of the Plan and the Enrollment Code Number 


correctly. 


SERVICE PLAN 


ENROLLMENT CODE NUMBER 


TYPE OF ENROLLMENT . 


HIGH LOW 
OPTION OPTION 


SELF ONLY 


101|104 


» SELF AND FAMILY 


102/105 


* SELF AND FAMILY 


Female and Nondependent Husband 


103|106 


About this Plan 


This brochure describes one of the health benefits 
plans offered to you under the Federal Employees 
Health Benefits Act. This Plan has two levels of 
benefits—a high option and a low option. Both op- 
tions offer the same kinds of benefits but differ in the 
amount of benefits payable and in cost to you. 


The Plan described in this brochure is the Govern- 
ment-wide Service Benefit Plan, provided by Blue 
Cross and Blue Shield. If you choose this Plan, keep 
this brochure in a safe place. It summarizes what 
your benefits are and tells you how to obtain them. 
The Identification Card which will be furnished you 
will be evidence of your enrollment in this particular 
Plan. 


If you have any questions about your eligibility, your 
registration, or your enrollment, ask your employing 
office. 


Other Plans available 
Other approved plans are also available. They are: 


¢ A Government-wide Indemnity Benefit Plan. 


* Employee Organization Plans (limited to em- 
ployees who are, or become, members of em- 
ployee organizations ). 


¢ Group-Practice and Individual-Practice Plans (lim- 
ited to employees who are in geographic areas 
served by such plans). 


A list of all approved plans will be given you and 
copies of the list will be posted on bulletin boards. 
Each plan is described in a separate brochure. Copies 
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of the brochures describing all of the approved plans 
are available in your employing office. 


You should compare very carefully all of the plans 
available to you and pick the one that suits you best. 
Kinds of benefits offered 

This Plan provides benefits for: 

* Hospital room and board expenses 


Other hospital expenses 


Surgical-medical expenses 
¢ Maternity expenses 

plus 
¢ Supplemental expenses. 


Each kind of benefit is summarized in the chart 
above and is explained more fully in the following 


pages. 


Major features of this Plan 


* Pays for care and service in a hospital, at your doc- 
tor’s office, or at your home 


¢ Benefits, including the “Maximum Supplement 
Benefit,” apply equally and separately to each cov- 
ered family member 


¢ Basic Benefits are generally paid directly to the 
doctor or hospital 


¢ Supplemental Benefits for services not fully cov- 
ered by Basic Benefits are generally paid directly 
to you. 


| ty 
4 
q 
a 
| 
BES 
4 
3 
4 
q 
q 
4 
4 
‘ 
q 
833 


This Plan does not provide benefits for 


Expenses incurred while not covered by the Plan 
* Illness or injury covered by workmen’s compensa- 
tion 
* Services and supplies not prescribed by a physician 
* Expenses which you have no legal obligation to 
pay 
“Personal Comfort” services, such as radio and tele- 
phone, beauty and barber services 
Routine periodic physical examinations; immuniza- 
tions; eyeglasses or hearing aids, or examinations 
for them 
Travel, even though prescribed; convalescent or 
custodial care, or rest cures 
Care required as a result of war or act of war oc- 
curring on or after the effective date of coverage. 


This Plan limits benefits for 


Private room accommodations in a hospital 
Dental work 

Cosmetic surgery, except that necessary for prompt 
repair of accidental injury 

Treatment of mental and nervous disorders and of 
pulmonary tuberculosis 

Patients in a hospital on the date of enrollment 
Certain cases where double coverage exists 

Drugs and medicines while not confined in a hos- 
pital. 


What is covered 


This Plan will pay basic benefits for semiprivate or 
ward accommodations in a hospital. These benefits 
include charges for— 


room 
general nursing care 


meals 
special diets 


BENEFITS IN BRIEF 


If for any reason a private room in a member hospi- 
tal is used, you must pay the difference between the 
charges for the private room and— 


* The hospital’s average charge for semiprivate ac- 
commodations (High Option) 


or 
¢ Up to $12 a day (Low Option). 


How benefits are provided 


A member Hospital will give you paid-in-full Basic 
Hospital benefits up to the number of days provided 
by the option selected. You will be reimbursed, as 
shown in the chart at the right, for covered charges 
made by a nonmember Hospital. 


Overseas hospitals 


Usual and customary room and board charges of 
overseas hospitals are paid in full, up to 120 days 
(High Option) or 30 days (Low Option). Overseas 
hospitals include all those outside the United States, 
Puerto Rico, Canada, and Mexico. 


What is not covered by basic benefits 


* Room and board expenses in nursing homes, rest 
homes, hotels, or places for the aged, for drug ad- 
dicts, for alcoholics; or in sanatoriums for the care 
and treatment of tuberculosis and of mental or 
nervous disorders; or in any other place which is 
not a “hospital.” 


¢ Hospitalization primarily for diagnostic studies or 
tests or for physiotherapy. 
Basic benefits are limited for 


Treatment of pulmonary tuberculosis and of mental 


KINDS HIGH OPTION LOW OPTION 
a BASIC BENEFITS SUPPLEMENTAL BENEFITS BASIC BENEFITS SUPPLEMENTAL BENEFITS 
(No Deductible) ($100 Deductible) (No Deductible) ($200 Deductible) 
Up to 120 days per admission in Same as for High Option 
Hospital Member Nonmember After But up to After 
Room and ; Hospital, pa YOU PAY 30 days YOU PAY 
Board PLAN PAYS In full $12 a day $100 (The ‘ik idle $200 (The 
YOU PAY Nothing Remainder Deductible) Deductible) 
Other PLAN PAYS In full 90¢¢ of actual SaMe:s I 
Hospital charges PLAN ye pd to PLAN 
4 re aays ~ 
Services YOU PAY Nothing Remainder PAYS per admission PAYS 
806% 75% 
PLAN PAYS PLAN PAYS 
of of 
Surgical- Amount set by fee schedule Amount set by fee schedule % 
Medical Additional YOU PAY Additional 
PAY d Allowable The R Allowable 
Any Remainder Expenses he r 
PLAN PAYS up to a - up to 
Up to $100 expenses $20,000 1ospital expenses up $5,000 
Maximum plus Maximum 
Maternity Amounts set by fee schedule for le f 
YOU PAY : YOU PAY 
The Remainder The Remainder 


Allowable expenses not paid for by Basic Benefits count toward the Deductible. 
ible, Supplemental Benefits will cover part of the balance, up to the Maximum Supplemental Benefit shown. 


After you pay the Deduct- 


BASIC HOSPITAL ROOM AND BOARD BENEFITS 


HIGH OPTION 


In Member Hospital 
PLAN PROVIDES 


Full coverage, up to 120 days per admission 
YOU PAY 
Nothing 


In Nonmember Hospital 


PLAN PAYS 
Actual charges, up to $12 a day, up to 120 days 


per admission 


YOU PAY 


Any Remainder 


LOW OPTION 


In Member Hospital 


PLAN PROVIDES 

Full coverage, up to 30 days per admission 
YOU PAY 

Nothing 


In Nonmember Hospital 


PLAN PAYS 

Actual charges, up to $12 a day, up to 30 days 
per admission 

YOU PAY 


Any Remainder 


A “Member Hospital” is one that has agreed with Blue Cross to provide paid-in-full Basic Hospital benefits. 

A “Nonmember Hospital” is an institution, other than a Member Hospital, which for compensation from its 

patients is engaged primarily in providing bed patients with diagnosis and treatment under the supervision of physi- 
cians and which has 24-hour-a-day registered graduate nursing service. 


| Additional “Supplemental Benefits” apply to expenses not fully covered by Basic Benefits 


or nervous disorders—to care provided in a hospital 
(not a sanatorium); benefits may not, during any 12 
consecutive months, exceed care for 30 days under 
the High Option or 10 days under the Low Option. 


What is an “admission” 


Separate stays in a hospital are considered as one 
admission unless separated by at least 90 days. This 
90-day requirement does not apply to confinement 
for normal maternity care or to a first admission for 
an accidental injury. 


What is covered 


This Plan will pay basic benefits for the following 
hospital services: 


* Use of operating, recovery, and treatment rooms 
and equipment 


* Drugs and medicines for use in the hospital 
¢ Dressings, ordinary splints, and plaster casts 


* The following, when provided and billed for as a 
regular hospital service: 


Laboratory examinations 

X-ray examinations 

Electrocardiograms 

Basal metabolism tests 

Radiation therapy 

Physical therapy 

Oxygen and its administration 
Administration of blood and blood plasma 
Anesthetics and their administration. 


Benefits for these supplies and services are available 
if you are a bed patient in a hospital; if you receive 
surgical treatment in the outpatient department; or if 
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you receive emergency surgical or medical treatment 
in the outpatient department within 72 hours after an 
accident. 

What is not covered by basic benefits 


¢ Expenses in nursing homes, rest homes, hotels, or 
places for the aged, for drug addicts, for alcoholics; 
or in sanatoriums for the care and treatment of 
tuberculosis or of mental or nervous disorders; or 
in any place which is not a “hospital” 


* Blood or blood plasma 


¢ Hospitalization primarily for diagnostic studies or 
tests or for physiotherapy 


* Services unrelated to the condition being treated 
¢ Special braces, artificial limbs or eyes. 


Basic benefits are limited for 


¢ Service in nonmember hospitals in the United 
States—to 90% of actual charges 


¢ Drugs and medicines—to those which are listed in 
the official formularies and which are commercial- 
ly available for purchase by the hospital. 


(Amounts you have to pay because of these exclu- 
sions and limitations may be covered in substantial 
part by Supplemental Benefits. ) 

What is covered 


This Plan will pay basic benefits for the following 
services when provided and billed for by a physician: 


Surgery 
¢ Radiation therapy 
e Anesthesia 


In or out of the hospital 
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¢ Physical therapy, laboratory, and pathological serv- 
ices—for hospitalized bed patients 


* Doctors’ visits in a hospital—nonsurgical cases (up 
to 120 days per admission under the High Option, 
30 days per admission under the Low Option) 


¢ Diagnostic X-ray (with film) for hospitalized 
bed patients; or, within 72 hours after an accident, 
for patients in a doctor’s office or in the outpatient 
department of a hospital. 


Who is a “physician” 


For purposes of this Plan, “Physician,” “Doctor,” 
“Surgeon,” or “Specialist” means any physician who 
is legally qualified and licensed to practice medicine 
and perform surgery at the time and place services 
are rendered, including a dentist who is legally quali- 
fied and licensed to perform oral surgery. 


What is not covered by basic benefits 


¢ Administration of anesthetics by the operating sur- 
geon or his assistant 


* Home or office visits by the physician (except for - 


surgery and for radiation therapy). 


Basic benefits are limited for 


¢ Cosmetic surgery and treatment—to that required 
to correct accidental injury occurring while you 
are covered by this Plan 


¢ Oral surgery—by excluding that involving a tooth 
structure, alveolar process, periodontal disease, or 
abscess 


¢ Diagnostic X-ray, laboratory, and pathological serv- 
ices—to those related to the condition being diag- 
nosed 


¢ In-hospital medical care of pulmonary tuberculosis 
and of mental and nervous disorders—to that in a 
hospital (not a sanatorium); benefits may not, dur- 
ing any 12 consecutive months, exceed care for 30 
days under the High Option or 10 days under the 
Low Option. 


(Amounts you have to pay because of these exclu- 
sions and limitations may be covered in substantial 
part by Supplemental Benefits. ) 


What is covered 


The Plan will pay basic benefits to the extent shown 

in the charts at the left for expenses due to each 

pregnancy, including childbirth, miscarriage, or abor- 

tion. These expenses include: 

¢ Charges made by a hospital for care of the mother. 
(Routine nursery care of the infant is considered 
maternity expenses of the mother and not expenses 


of the child) 

¢ Fees of the physician or surgeon who delivers the 
child 

¢ Charges for the administration of anesthesia by a 
physician or surgeon who is not the attending phy- 
sician or his assistant. 


“Maternity Benefits” are paid instead of “Basic Hos- 
pital Room and Board Benefits,” “Other Basic Hospi- 
tal Benefits,” “Basic Surgical-Medical Benefits,” and 
“Supplemental Benefits.” These other Basic Benefits, 
however, apply to extra-uterine (ectopic) pregnan- 
cies. 


OTHER BASIC HOSPITAL BENEFITS 


HIGH OPTION 


In Member Hospital 
PLAN PROVIDES 


Full coverage, up to 120 days per admission 
YOU PAY 
Nothing 


In Nonmember Hospital 


PLAN PAYS 

90% of actual charges, up to 120 days per 
admission 

YOU PAY 


The Remainder 


LOW OPTION 


In Member Hospital 


PLAN PROVIDES 
Full coverage, up to 30 days per admission 


YOU PAY 
Nothing 


In Nonmember Hospital 


PLAN PAYS 

90% of actual charges, up to 30 days per 
admission 

YOU PAY 

The Remainder 


OVERSEAS HOSPITALS 


Usual and customary charges of overseas hospitals are paid in full, up to the number 


of days provided by the option selected. 


Overseas hospitals include all those outside 


the United States, Pucrto Rico, Canada, and Mexico. 


Additional “Supplemental Benefits” apply to expenses not fully covered by Basic Benefits 
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BASIC SURGICAL-MEDICAL BENEFITS 


The Plan pays physicians for basic surgical-medical services in accord- 
ance with fee schedules. In some parts of the United States, called 
“Service Areas,” these fees are accepted by Participating Physicians as 
full payment for surgery and some other services, provided your family’s 


A “Basic Surgical-Medical Benefits Folder,” which you can get from 
your employing office or from your local Blue Cross-Blue Shield office, 
shows whether yours is a Service Area for either or both options; tells 
you about Participating Physicians in Service Areas; and gives the fee 


income is below a prescribed amount. 


schedules and any income limits applicable in your area. 


IF YOU 


Are ina Service Area 
and 

Use a Participating Physician 
and 


Are under the Income Limits 


HIGH OPTION 


LOW OPTION 


PLAN PAYS the physician a fee set by the 
High Option Fee Schedule 


YOU PAY nothing for surgery or cer- 
tain other services for which he ac- 
cepts this fee as full payment 


YOU PAY the balance for any service 
not paid for in full 


PLAN PAYS the physician a fee set by the 
Low Option Fee Schedule 


YOU PAY nothing for surgery or cer- 
tain other services for which he ac- 
cepts this fee as full payment 

YOU PAY the balance for any service 
not paid for in full 

(Only a few areas are Service Areas for 
the Low Option) 


IF YOU 
Are in a Nonservice Area 
or 
Use a Nonparticipating Physician 
or 
Are over the Income Limits 


PLAN PAYS the physician a fee set by the 
High Option Fee Schedule 


YOU PAY any balance 


PLAN PAYS the physician a fee set by the 
Low Option Fee Schedule 


YOU PAY any balance 


ANNUAL INCOME LIMITS 


$6,000 (family income), if you have a family 
$4,000, if you have no family 


$4,000 (family income), if you have a family 
$2,500, if you have no family 


Apply to Service Areas only 


(some Service Areas have higher limits) 


Additional “Supplemental Benefits” apply to expenses not fully covered by Basic Benefits 


What is not covered by basic benefits 


¢ Diagnostic X-rays, laboratory or pathological serv- 
ices related to pregnancy. 


This Plan limits benefits 


* To charges for employees or employees’ wives who 
are covered under family enrollments 


¢ To pregnancies which end while the individual is 
covered by the Plan. 


Benefits for severe complications 


For severe complications of pregnancy, the regular 
Basic Benefits are available and, under certain condi- 
tions, Supplemental Benefits are also available to 
help pay those expenses not covered in full by Basic 
Benefits. 


Examples of conditions which may be classed as se- 
vere complications of pregnancy are pernicious vom- 
iting or toxemia with convulsions. Miscarriages are 
not considered severe complications. 


What is covered 


Supplemental Benefits will be paid without regard to 
any fee schedules for reasonable and necessary ex- 
penses for the following services and supplies, to the 
extent that they are not covered by Basic Benefits: 


* Services of physicians, including specialists, in and 
out of a hospital. These include: 
surgery home calls consultations 
office visits doctors’ visits in a hospital 
¢ Hospital room and board; use of operating and 
treatment rooms; drugs and dressings used in a 
hospital 
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Registered nurse (special nurse ) 

Prescription drugs used outside a hospital 

X-ray and diagnostic laboratory procedures 

Local professional ambulance service related to in- 
patient care or to outpatient accident care 
Transfusions, including cost of blood and plasma 
Anesthesia 

Oxygen 

Braces, crutches, and artificial limbs and eyes, 
when prescribed 

¢ Rental of durable equipment used for treatment 

¢ Services of a qualified professional physiotherapist. 


Supplemental benefits are limited for 


* Cosmetic surgery and treatment, and dental work 
—to that required to correct accidental injury oc- 
curring while you are covered by this Plan 


¢ Nursing care—to that provided by a registered 
professional nurse (or, in a hospital, by a regis- 
tered practical nurse) who is not related to you. 
Low Option benefits are limited to 75% of those 
charges which do not exceed $500 


* Maternity care—to severe complications of preg- 
nancy. 


* Mental or nervous disorders—to inpatient care 
(including treatment in a mental institution) and 
to 50% of outpatient and out-of-hospital treatment 
under the High Option; to inpatient treatment in 
a hospital (not a mental institution) under the 
Low Option 


¢ Pulmonary tuberculosis—to inpatient care in a 
hospital or sanatorium. 


Hospital Room and Board expenses up to $25 a day 
(High Option) or $15 a day (Low Option) may be 
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charged to Supplemental Benefits to the extent that 
the expense has not been covered by Basic Benefits. 
The Supplemental Benefits will pay 80% (High Op- 
tion) or 75% (Low Option) of such expenses after 
the Deductible has been met. 


Supplemental benefits 
The “Deductible” 


The Deductible is the amount you pay before this 
Plan starts paying “Supplemental Benefits.” The De- 
ductible is $100 under the High Option, $200 under 
the Low Option. 


* There is a separate Deductible for each covered 
member of ‘your family for each Benefit Period. 
However, if two or more covered members of your 
family are injured in the same accident, you have 
to pay only one Deductible for those members. 


Basic hospital room and board 


Other basic hospital expenses ........ no deductible 
Basic surgical-medical expenses ...... no deductible 
Basic maternity expenses ............ no deductible 
Supplemental expenses ..... $100 or $200 deductible 


¢ You can count toward the Deductible only those 
expenses that are listed as covered expenses on 
page 837. 


Benefit Period 
A Benefit Period begins on the first day a person re- 


BASIC MATERNITY BENEFITS 


HIGH OPTION 


PLAN PAYS 


100% of covered hospital charges, up to $100 


plus 


Obstetrician’s 
services 


and Fee set by Schedule used 
locally for this Option 


Anesthesiologist’s 
services 


YOU PAY 


Any difference between the above benefits and 
the total of your actual expenses 


ceives care by a physician. It ends 12 months after 
it began, or after the person has gone 90 days with- 
out covered medical expenses, whichever occurs first. 
The first Benefit Period may begin on or after the 
effective date of coverage under this Plan. 


There is a separate Benefit Period for each covered 
member of the family. 


Maximum benefit 


There is a Maximum Supplemental Benefit which 
can be paid for a person during any one Benefit Pe- 
riod. This maximum per Benefit Period is $10,000 
under the High Option, and $2,500 under the Low 
Option. The maximum for two or more Benefit Pe- 
riods is $20,000 under the High Option, $5,000 under 
the Low Option. 


When the $20,000 or the $5,000 Maximum Benefit 
has been paid for an individual, it can be reinstated 
upon acceptable evidence of his insurability. 


Other facts about this Plan 
If confined on effective date 


A person confined to a hospital on the effective date 
of his enrollment will be entitled to Basic Surgical- 
Medical Benefits except for the physician’s visits 
to a nonsurgical patient in the hospital. He will also 
be entitled to Supplemental Benefits. These benefits 
will be limited to charges for services provided on or 
after the effective date of enrollment. No confined 
person will be entitled to Basic Hospital Room and 
Board Benefits or to Other Basic Hospital Benefits. 
These limitations cease to apply when the person 
leaves the hospital. 


LOW OPTION 


PLAN PAYS 
$10 for each day in the hospital, up to 10 days 


plus 
Obstetrician’s 
services 
ond Fee set by Schedule used 
— locally for this Option 
Anesthesiologist’s 
services 


YOU PAY 


Any difference between the above benefits and 
the total of your actual expenses 


There is no waiting period for “Maternity Benefits” 


SUPPLEMENTAL BENEFITS 


¢ ADD TO Basic Benefits in AMOUNT and KIND 
¢ Are available AFTER you pay the DEDUCTIBLE for the individual concerned 
¢ Pay MAJOR portion of most covered expenses OVER the Deductible. 


HIGH OPTION 


PLAN PAYS Basic Benefits as already described. 
Allowable expenses not covered by Basic Benefits 
count toward the Deductible; after the Deduct- 
ible has been met, Supplemental Benefits will 
be available. 


YOU PAY $100 Deductible 


MAXIMUM SUPPLEMENTAL BENEFIT 
0,000 
($10,000 per Benefit Period) 


Determination of charges 


The Supplemental Benefits provided by this Plan 
cover charges to the extent that they are reasonable 
and customary. Whether a charge is reasonable and 
customary is determined by comparing it with 
charges made for similar services or supplies provid- 
ed under similar conditions to people under like cir- 
cumstances. If there is good reason for a higher 
charge, the Plan will cover it. 


Option changes 
Continuation of coverage 


If you change from one option to the other under 
this Plan, the new option will cover only the ex- 
penses incurred after the change is effective. How- 
ever, if you or any member of your family is confined 
in a hospital on the day the change is effective, bene- 
fits for that person will continue to be paid under 
provisions of the former option for the rest of his 
confinement, but not beyond 91 days. 


Supplemental benefits deductible 


If you change options, the same expenses applied 
against your Deductible for the Benefit Period under 
the former option are applied against your Deducti- 
ble for the same Benefit Period under the new option. 


Maximum supplemental benefit 


If you change options, all benefits charged against 
your Maximum per Benefit Period under the former 
option count as charges against your Maximum per 
Benefit Period under the other option. 
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BASIC count toward the Deductible; after the Deduct- 
BENEFITS 


YOU PAY YOU PAY 
PLAN PAYS the SUPPLE- PLAN PAYS ie 
80% of Remainder other MENTAL 75% of Remainder eiies 
207% |\ BENEFITS 25% 


LOW OPTION 


PLAN PAYS Basic Benefits as already described. 
Allowable expenses not covered by Basic Benefits 


ible has been met, Supplemental Benefits will 
be available. 


YOU PAY $200 Deductible 


MAXIMUM SUPPLEMENTAL BENEFIT 
5,0 
($2,500 per Benefit Period) 


Change to another plan 


If any covered member of your family is confined in 
a hospital on the day enrollment is changed to an- 
other Federal employees health benefits plan, bene- 
fits will be continued under the old enrollment for 
the rest of the confinement, but not beyond 91 days. 


Conversion 


If your enrollment terminates other than by volun- 
tary cancellation, or if your enrollment continues but 
one of your dependents ceases to qualify as an eligi- 
ble dependent, you.or your dependent has the right 
to obtain, without evidence of good health, a health 
benefits agreement of the type then being issued by 
Blue Cross and Blue Shield for conversion purposes 
under this Plan. This conversion privilege does not, 
however, apply to Supplemental Benefits. Renewal 
of the conversion agreement can be refused only for 
reasons of fraud, overinsurance, or nonpayment of 
premiums when due. 


Written application for the conversion agreement 
normally must be made and the initial premium paid 
within 31 days after the end of the enrollment period 
in this Plan. Any conversion agreement issued under 
the above terms becomes effective at the end of the 
31-day period of “Temporary Extension of Cover- 
age.” (See page 841.) 


Double coverage 


If, by reason of law or employment, you or any mem- 
ber of your family is covered under any health bene- 
fits plan other than this Plan, the amount of any 
benefit paid under such plan may be deducted from 
your expenses before you receive any Supplemental 
Benefits. 
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If another plan provides for the furnishing of services 
or supplies rather than for payments in cash, then 
the total cash value of all services and supplies will 
be taken into account. 


Supplemental Benefits do not cover charges incurred 
for a member of your family during any period of 
time while coverage or continuation of benefits is 
provided under any other Federal employees health 
benefits plan. 


Coverage under any other plan which pays for loss 
of income or for time lost from work but not for hos- 
pital or medical expenses is not considered to be 
double coverage. 


Group contract 


This brochure describes the principal features of the 
Government-wide Service Benefit Plan. The com- 
plete terms of the Plan are set forth in the group 
contract issued to the U.S. Civil Service Commission. 


The group contract which provides the health bene- 
fits referred td in this brochure may be modified or 
terminated as may be required by the Federal Em- 
ployees Health Benefits Act of 1959 or for other rea- 
sons. No such modification or termination, however, 
will affect adversely any claim arising from an ex- 
pense incurred prior to the modification or termina- 
tion. 


Facts about all plans 
Family enrollment 


A family enrollment must include all eligible mem- 
bers of your family. Eligible family members are 
your wife or husband and unmarried children under 
age 19. Unmarried children age 19 or over are also 


COSTS AND CONTRIBUTIONS 


Your agency will pay part of the cost of your enrollment. 
It will pay the same amount for you, whichever Option 


included if they are incapable of self-support because 
of a disability which began before age 19. A medical 
certificate for a child over 19 must be filed with your 
employing office. 


Cancellation of enrollment 


Your enrollment cannot be canceled by the Plan be- 
cause of the status of your health, or that of any 
member of your family, or because of the amount of 
benefits you use. 


If you want to cancel your enrollment, you may do so 
at any time. Get Standard Form 2809 from your em- 
ploying office, fill it out, and file it with that office. 


Change in enrollment 


If you want to change type of enrollment from self 
only to family, or vice versa; if you want to change 
from one option or plan to another; or if you do not 
enroll now but wish to do so at a later date, consult 
your employing office to see whether you can make 
the desired change and, if so, under what conditions. 


Transfer 

If you transfer to another agency, your coverage con- 
tinues without change. 

Leave without pay 


If you go on leave without pay, your coverage and 
that of your family continues for up to a year without 
charge to you. 


Military service 


If you go into the Armed Forces under conditions 
that entitle you and your family to health services or 
health benefits sponsored by the Government, your 


The chart below shows exactly how much the Govern- 
ment will pay and how much will be withheld from your 


you choose. Your share of the enrollment cost will be salary every payday, if you join this particular Plan. 
withheld from your salary. 
Gow HIGH OPTION LOW OPTION TOTAL 
IF YOU TYPE OF ENROLLMENT OPTIONS MONTHLY 
GOVERN- || YOU YOU 
MENT PAYS|} PAY | CODE | pay | CODE (GOVERN- 
MENT PLUS 
Self Only.. $0.65 $0.91 | 2:0:1 | $0.65 | 2:0:4 | EMPLOYEE) 
Self and Family. 1.56 2.47 | 2:0:2 1.56 | 2:0:5 
Self and Family—Female and 
Nondependent Husband........... 91 3.12 | 2:0:3 2.21 | 2'0:6 
Self Only... $1.30 | $1.82 | | $1.30 | 
gach | Self and Family 312 | 4.94| 20:2] 3.12 | 
TWO Self and Family—Female and 
WEEKS Nondependent Husband........... 1.82 6.24 | 2:0:3 4.42 | 2:0:6 Low 
PAID _ | Self Only $2.82 $3.94 | 2:0:1 | $2.82 | 2:0:4 | $6.76 | $5.64 
ONCE Self and Family. 6.76 10.70 | 2:0:2 6.76 | 2:0:5 | 17.46 | 13.52 
A Self and Family—Female and 
MONTH Nondependent Husband..........] 3.94 13.52 | 2:0:3 9.58 | 2:0:6 | 17.46 | 13.52 


coverage under this Plan ceases while you are en- 
titled to such benefits. 


Death 


If you die while enrolled for self and family, cover- 
age of your survivor annuitants continues. If there is 
only one survivor, family coverage will automatically 
be changed to individual coverage. 


Retirement 


If you retire, you and covered members of your fam- 
ily may be eligible to continue in the Plan. See your 
employing office if you have any questions about 
your eligibility. You should file your retirement ap- 
plication as soon as possible to make sure that, if 
you are eligible, your coverage under the Plan con- 
tinues without interruption. 


Temporary extension of coverage 


When enrollment ends for any reason except volun- 
tary cancellation, coverage continues for 31 days at 
no charge to you. If you or any covered member of 
your family is confined to a hospital or other institu- 
tion on the 31st day of this temporary extension, that 
person’s benefits will continue for the rest of the con- 
finement, but not beyond 60 additional days. 


Conversion 


If your enrollment, or that of any member of your 
family, ends for any reason other than voluntary can- 
cellation, coverage may be converted to a nongroup 
contract as described on page 839. This must normal- 
ly be done during the 31-day “Temporary Extension 
of Coverage.” 


Termination of plan 

If for any reason this Plan is terminated, you will be 
given an opportunity to join another plan without 
interruption of your coverage. 

How to obtain benefits 

Identification Cards 

You will be given an Identification Card. Show it to 
the doctor or hospital whenever you receive service. 
To claim basic benefits 

In the United States 


The hospital or physician will fill out all necessary 
forms and send them to the local Blue Cross-Blue 
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Shield office which, in most cases, will pay the benefit 
directly to the hospital or physician. 


Outside the United States 


Pay the bills yourself and obtain itemized and re- 
ceipted bills. Send these, along with the number 
from your Identification Card, your name and ad- 
dress, and the patient’s relationship to you, to Blue 
Cross-Blue Shield, 14th and L Streets NW., Wash- 
ington 5, D.C. 


To claim supplemental benefits 
anywhere in the world 


Send to Blue Cross-Blue Shield, 14th and L Streets 

NW., Washington 5, D.C.: 

¢ A Completed Major Medical Claim Form (forms 
are available from Blue Cross-Blue Shield offices ) 

* Itemized bills and receipts connected with the 
claim 

¢ The number from your Identification Card. 


Keep track of small medical expenses accumulating 
over a period of time, so that you can file a claim 
when expenses of any individual family member go 
over the Deductible. In the event of prolonged care, 
claims should be submitted every 90 days, or more 
frequently when charges incurred are substantial. 


Records of expenses are important 


You will need complete and accurate claim records 
for each charge you want to count toward the De- 
ductible and for each charge for which you claim 
benefits. 


Keep separate records for each member of your fam- 
ily, since both the Deductible and the Maximum 
Supplemental Benefit apply separately to each per- 
son. 


Bills and receipts should be itemized and should 


show: 


¢ The date(s) services or supplies are received, in- 
cluding date first seen by the physician 

¢ The name of the family member concerned 

¢ The nature of the illness or diagnosis 

¢ The name of the attending physician 

* The prescription number of drugs and medicines. 


If you need help in filing your claim 


Get in touch with your local Blue Cross-Blue Shield 
office (see list on next page), or your own employing 
office may be able to help you. 
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Blue Cross and Blue Shield offices 


ALABAMA, Birmingham, Mobile, 
Montgomery 


ALASKA (see Washington) 
ARIZONA, Flagstaff, Phoenix, 


Tucson 
ARKANSAS, Little Rock 


CALIFORNIA, Bakersfield, Eureka, 
Fresno, Long Beach, Los An- 
geles, Modesto, Oakland, Sacra- 
mento, San Bernardino, San 
Diego, San Francisco, San Jose, 
San Mateo, Santa Barbara, Santa 
Rosa, Stockton 


COLORADO, Alamosa, Colorado 
Springs, Denver, Grand Junc- 
tion, Pueblo, Sterling 


CONNECTICUT, Bridgeport, Hart- 
ford, New Haven, Norwich, 
Waterbury 


DELAWARE, Milford, Seaford, 
Wilmington 


DISTRICT OF COLUMBIA, 
Washington 


FLORIDA, Daytona Beach, Fort 
Lauderdale, Gainesville, Jack- 
sonville, Lakeland, Miami, Or- 
lando, Pensacola, Sarasota, St. 
Petersburg, Tallahassee, Tampa, 
West Palm Beach 


GEORGIA, Albany, Athens, Atlan- 
ta, Augusta, Brunswick, Colum- 
bus, Dublin, Macon, Mount 
Airy, Thomasville, Savannah 


HAWAII, Honolulu 


IDAHO, Boise, Idaho Falls, 
Pocatello, Twin Falls 


ILLINOIS, Alton, Aurora, Carbon- 
dale, Centralia, Chicago, Dan- 
ville, Decatur, Evanston, Joliet, 


La Salle, Moline, Oak Park, 
Peoria, Quincy, Rockford, East 
St. Louis, Springfield, Waukegan 


INDIANA, Anderson, Bloomington, 
Columbus, Evansville, Fort 
Wayne, Gary, Indianapolis, 
Kokomo, Lafayette, Muncie, 
New Albany, Richmond, South 
Bend, Terre Haute 


IOWA, Burlington, Cedar Rapids, 
Davenport, Des Moines, Sioux 
City 


KANSAS, Hutchinson, Salina, 
Topeka, Wichita 


KENTUCKY, Ashland, Bowling 
Green, Covington, Lexington, 
Louisville, Owensboro, Paducah, 
Pineville, Somerset 


LOUISIANA, Alexandria, Baton 
Rouge, New Orleans, Shreve- 
port 


MAINE, Bangor, Portland 


MARYLAND, Baltimore, Cumber- 
land, Easton, Frederick, Hagers- 
town, Salisbury 


MASSACHUSETTS, Boston, 
Brockton, Lawrence, New Bed- 
ford, Pittsfield, Springfield, 
Worcester 


MICHIGAN, Alpena, Ann Arbor, 
Battle Creek, Bay City, Benton 
Harbor, Detroit, Flint, Grand 
Rapids, Holland, Jackson, Kala- 
mazoo, Lansing, Marquette, 
Monroe, Mount Clemens, Mount 
Pleasant, Muskegon, Pontiac, 
Port Huron, Saginaw, Traverse 
City 

MINNESOTA, Duluth, St. Paul 


MISSISSIPPI, Jackson 


Following is the “Government-wide Indemnity 
Benefit Plan Approved by the United States Civil 
Service Commission Under the Federal Employees 
Health Benefits Act of 1959”: 


Enrollment Code Number 


MISSOURI, Joplin, Kansas City, 
St. Louis, Springfield 


MONTANA, Great Falls, Helena, 
Missoula 


NEBRASKA, Omaha 
NEVADA (see neighboring States) 


NEW HAMPSHIRE, Concord, 
Manchester 


NEW JERSEY, Camden, Newark, 
Trenton 


NEW MEXICO, Albuquerque 


NEW YORK, Albany, Binghamton, 
Buffalo, Elmira, Jamestown, 
New York City, Rochester, 
Syracuse, Utica, Watertown 


NORTH CAROLINA, Asheville, 
Chapel Hill, Charlotte, Durham, 
Greensboro, Hickory, Lumber- 
ton, New Bern, Raleigh, Salis- 
bury, Wilmington, Wilson, 
Winston-Salem 


NORTH DAKOTA, Fargo 


OHIO, Akron, Ashtabula, Canton, 
Cincinnati, Cleveland, Colum- 
bus, Dayton, Defiance, Elyria, 
Fremont, Hamilton, Lima, Mans- 
field, Marietta, Portsmouth, San- 
dusky, Springfield, Steubenville, 
Toledo, Youngstown 


OKLAHOMA, Ada, Enid, Lawton, 
Muskogee, Oklahoma City, Tulsa 


OREGON, Coos Bay, Eugene, 
Hermiston, Medford, Pendleton, 
Portland, Roseburg, Salem 


PENNSYLVANIA, Allentown, 
Altoona, Bethlehem, Chester, 
Coatesville, Easton, Erie, Har- 
risburg, Hazleton, Johnstown, 
Levittown, Norristown, Philadel- 
phia, Pittsburgh, Pottstown, 
Pottsville, Reading, Scranton, 
Sunbury, Wilkes-Barre, Wil- 
liamsport, York 


RHODE ISLAND, Providence 


SOUTH CAROLINA, Charleston, 
Columbia, Florence, Greenville 


SOUTH DAKOTA, Sioux Falls 


TENNESSEE, Chattanooga, Kings- 
port, Knoxville, Nashville, 
Memphis 


TEXAS, Abilene, Amarillo, Austin, 
Beaumont, Corpus Christi, 
Dallas, El Paso, Fort Worth, 
Harlingen, Houston, Longview, 
Lubbock, Midland, San Angelo, 
San Antonio, Tyler, Waco, 
Wichita Falls 


UTAH, Ogden, Provo, Salt Lake 
City 


VERMONT, Burlington, Mont- 
pelier, Rutland 


VIRGINIA, Abingdon, Danville, 
Lynchburg, Newport News, Nor- 
folk, Onancock, Petersburg, 
Richmond, Roanoke, Staunton, 
Winchester 


WASHINGTON, Aberdeen, Bel- 
lingham, Bremerton, Chehalis, 
Ellensburg, Everett, Kennewick, 
Longview, Moses Lake, Mount 
Vernon, Okanogan, Olympia, 
Port Angeles, Port Townsend, 
Raymond, Seattle, Shelton, Spo- 
kane, Tacoma, Vancouver, 
Walla Walla, Wenatchee, 
Yakima 


WEST VIRGINIA, Bluefield, 
Charleston, Clarksburg, Elkins, 
Fairmont, Huntington, Keyser, 
Martinsburg, Morgantown, Par- 
kersburg, Wheeling 


WISCONSIN, Eau Claire, Green 
Bay, Kenosha, Madison, 
Milwaukee 


WYOMING, Casper, Cheyenne, 
Laramie, Rock Springs, Sheridan, 
Worland 


To enroll, you must copy onto your Registration Form an Enrollment Code 
Number that shows which Plan, which Option, and which type of enrollment 
you want. If you choose THis PLAN, the chart below will give you that Code 


Number as well as the name of the Plan. 


Be sure you copy both the name of the Plan and the Enrollment Code Number 


correctly. 


INDEMNITY PLAN 


ENROLLMENT CODE NUMBER 


TYPE OF ENROLLMENT 


OPTION 


HIGH LOW 
OPTION 


» 


SELF ONLY 


201 


204 


» 


SELF AND FAMILY 


202 


205 


SELF AND FAMILY 


Female and Nondependent Husband 


203 


20 


6 
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About this Plan 


This brochure describes one of the health benefits 
plans offered to you under the Federal Employees 
Health Benefits Act. This Plan has two levels of 
benefits—a high option and a low option. Both op- 
tions offer the same kinds of benefits but differ in the 
amount of benefits payable and in cost to you. 


The Plan described in this brochure is the Govern- 
ment-wide Indemnity Benefit Plan, provided by a 
large number of insurance companies and adminis- 
tered by Aetna Life Insurance Company, Hartford 
15, Conn. If you choose this Plan, keep this brochure 
in a safe place. It summarizes what your benefits are 
and tells you how to obtain them. The Identification 
Card which will be furnished you will be evidence 
of your enrollment in this particular Plan, 


If you have any questions about your eligibility, your 
registration, or your enrollment, ask your employing 
office. 


Other plans available 
Other approved plans are also available. They are: 
¢ A Government-wide Service Benefit Plan. 


¢ Employee Organization Plans (limited to em- 
ployees who are, or become, members of employee 
organizations ). 

¢ Group-Practice and Individual-Practice Plans 
(limited to employees who are in geographic areas 
served by such plans). 

A list of all approved plans will be given you and 

copies of the list will be posted on bulletin boards. 

Each plan is described in a separate brochure. 

Copies of the brochures describing all of the ap- 

proved plans are available in your employing office. 


You should compare very carefully all of the plans 
available to you and pick the one that suits you best. 


Kinds of benefits offered 

This Plan provides benefits for: 

* Hospital room and board expenses 

¢ Other hospital, surgical, and medical expenses 
* Maternity expenses. 


Each kind of benefit is summarized in the chart on 
page 844 and is explained more fully in the following 


pages. 


Major features of this Plan 


* Pays for care and service in a hospital, at your doc- 
tor’s office, at your home, or elsewhere 


* Pays benefits for tuberculosis and for mental and 
nervous condition, both in and out of hospital 


* Benefits, including the “Maximum Benefit,” apply 
equally and separately to each covered member of 
your family 
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¢ A uniform benefit structure regardless of where 
you are 


¢ The same benefits, regardless of your income 


Choice of any recognized hospital or doctor 


¢ Payments made direct to you or to your doctor 
and hospital. 


This Plan does not provide benefits for 

¢ Expenses incurred while not covered by the Plan 

¢ Illness or injury covered by workmen’s compensa- 
tion 

¢ Services and supplies not certified by a physician 


or surgeon as being necessary or for which you 
have no legal obligation to pay 


¢ Services and supplies to the extent that they are 
overpriced 


* Routine physical examinations and eye examina- 
tions, and immunizations. 


This Plan limits benefits for 
* Private room accommodations in a hospital 
¢ Dental work 


¢ Treatment of mental and nervous disorders while 
not confined in a hospital 


¢ Patients in a hospital or other institution on the 
date of enrollment 


¢ Certain cases where double coverage exists 
¢ Drugs and medicines while not confined in a hos- 
pital 


Cosmetic surgery, except that necessary for prompt 
repair of injury caused by accidents. 


What is covered 


The Plan will pay benefits for semiprivate or ward 
accommodations in a hospital. These benefits include 


charges for— 


room meals 
general nursing care special diets 


If for any reason a private room is used, you must 
pay the difference between the cost of these accom- 
modations and the hospital’s average semiprivate ac- 
commodations. 


What is not covered 


¢ “Personal comfort” services, such as radio and tele- 
vision, beauty and barber services. 


* Room and board expense in nursing homes, rest 
homes, hotels, or places for the aged, for drug ad- 
dicts, for alcoholics, or in any other place which is 
not a “hospital.” However, benefits for covered ex- 
penses, except room and board, will be paid for, as 
explained on page 844, if they are incurred in any 
of the places mentioned. 
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What expenses are covered 


The Plan will pay benefits without regard to any fee 
schedules, for necessary expenses of: 


* Professional services of physicians, surgeons, radi- 
ologists, internists, and other specialists, both in 
and out of a hospital. These include: 

all surgery home calls consultations 
office visits doctor's visits in hospital 


e All services and supplies furnished by a hospital 
¢ Services and supplies, both in and out of hospital. 


These include: 

Registered graduate nurse (special nurse); 

Drugs and medicines requiring a doctor's prescrip- 
tion; 

Diagnostic X-ray and laboratory tests and exami- 
nations; 

Ambulance service; 

Blood and blood plasma; 

Electrocardiograms; 

Anesthesia; 

Basal metabolism tests; 

Oxygen; 

Surgical dressings, splints, and casts; 

Intravenous injections and solutions; 

X-ray, radium, and radioactive isotopes therapy; 

Artificial limbs and artificial eyes. 


What expenses are not covered 


¢ “Personal comfort” services 


* Blood or blood plasma which is donated or re- 
placed 


¢ Routine physical examinations and eye examina- 
tions, and immunizations. 


BENEFITS IN BRIEF 


This Plan limits benefits for 


¢ Cosmetic surgery and treatment—to that necessary 
for prompt repair of injuries caused by accident 


¢ Ambulance service—to that necessary to go to the 
first hospital where treated 


¢ Services of a registered graduate nurse—to those 
of a nurse who is not related to you and does not 
ordinarily live in your home 


Physiotherapy—to that administered by a physi- 
cian or prescribed by him and administered by a 
qualified physiotherapist who is not related to you 
and does not ordinarily live in your home 


¢ Dental work—to that necessary for prompt repair 
of accidental injury to natural teeth and to oral 
surgery that does not involve any tooth structure, 
alveolar process, abscess, periodontal disease, or 
disease of gingival tissue 


¢ Drugs and medicines while not confined in a hos- 
pital—the first $30 each calendar year is not cov- 
ered 


* Mental and nervous disorders while not confined 
in a hospital—to 50 percent of covered expenses. 


What is covered 


The Plan will pay benefits, to the extent shown in the 
charts on page 847, for expenses due to each preg- 
nancy, including childbirth, miscarriage, or abortion. 
These expenses include: 


¢ Charges made by a hospital for care of the mother. 
Bassinet or nursery charges for days on which 
mother and child are both confined are considered 


KINDS OF 
EXPENSES HIGH OPTION 


LOW OPTION 


PLAN PAYS 


First $1,000 each calendar year 
Sugiees Seem 80% of any charge over that amount 


PLAN PAYS 
First $250 each calendar year 
75% of any charge over that amount 


20% of Remainder 


and Board 
YOU PAY YOU PAY 
20% of any charge over $1,000 25% of any charge over $250 
PLAN PAYS PLAN PAYS 
Other Hospital, 80% of charges over first $50 75% of charges over first $50 
Surgical, and YOU PAY YOU PAY 
Medical First $50 each calendar year (the Deductible) First $50 each calendar year (the Deductible) 


25% of Remainder 


PLAN PAYS 
Hospital—up to $15 a day for 10 days 


PLAN PAYS 
Hospital—up to $10 a day for 10 days 


Benefit $30,000 


Obstetrician—up to $90 for normal delivery, Obstetrician—up to $60 for normal delivery, 
Maternity $150 for Caesarean, $60 for miscarriage $100 for Caesarean, $40 for miscarriage 
Anesthetist—up to $18 for normal delivery, Anesthetist—-up to $12 for normal delivery, 
$30 for Caesarean, $12 for miscarriage $20 for Caesarean, $8 for miscarriage 
YOU PAY YOU PAY 
The Remainder The Remainder 
Maximum 


$10,000 


HIGH OPTION 


PLAN PAYS First $1,000 


YOU 
PLAN PAYS cay 
80% of Remainder rd 


YOU DO NOT HAVE TO PAY A DEDUCTIBLE FOR 
HOSPITAL ROOM AND BOARD. 


WHAT IS A “HOSPITAL” 


For purposes of this Plan, a hospital is an institution which is engaged primarily in providing 
bed patients with diagnosis and treatment under the supervision of physicians, and which has 
24-hour-a-day registered graduate nursing service. Sanatoriums for care and treatment of 
tuberculosis and for mental and nervous disorders are included if they meet these requirements. 
Also included are general hospitals of the Armed Forces and of the Public Health Service. 


maternity expenses of the mother and not expenses 
of the child. 


* Fees of the physician or surgeon who delivers the 
child, or performs surgery for miscarriage. 


Charges for the administration of anesthesia by a 
physician or surgeon who is not the attending phy- 
sician, his assistant, or an employee of the hospital. 
“Maternity Benefits” are paid instead of “Hospital 
Room and Board Benefits” and “Other Hospital, Sur- 
gical, and Medical Benefits.” 


This Plan limits benefits 


* To charges for employees or employees’ wives cov- 
ered under family enrollments. 


* To pregnancies which end while the individual is 
covered by the plan. 


Benefits for severe complications 


The special expenses of severe complications of preg- 
nancy are considered as “Hospital Room and Board” 
and “Other HospitaJ, Surgical, and Medical” ex- 
penses, rather than as “Maternity” expenses. There- 
fore, for these types of expenses, regular benefits, 
rather than the “Maternity Benefit,” will be paid. 


Examples of severe complications of pregnancy are: 
Operations for extrauterine pregnancy; intra-abdomi- 
nal surgery after termination of pregnancy; perni- 
cious vomiting; toxemia with convulsions. Miscar- 
riages are not considered severe complications. 


The Deductible 
The “Deductible” is the $50 you pay before this Plan 


starts paying “Other Hospital, Surgical, and Medical . 


Benefits.” 
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HOSPITAL ROOM AND BOARD BENEFITS 


LOW OPTION 


PLAN PAYS First $250 


YOU 

PLAN PAYS PAY 
75% of Remainder the 
other 

25% 


YOU DO NOT HAVE TO PAY A DEDUCTIBLE FOR 
HOSPITAL ROOM AND BOARD. 


Hospital Room and Board expenses. ..no deductible 
Maternity expenses ................. no deductible 


* There is a separate “Deductible” for each member 
of your family. The “Deductible” is applied once 
in a calendar year for each person, regardless of 
how many different illnesses or accidents he may 
have. However, if you pay the “Deductible” for 
three members of your family in a calendar year, 
you do not have to pay any more “Deductibles” 
that year for other members of the family. 


¢ The “Deductible” is the same—$50 for either Op- 


tion. 


* You can count toward the “Deductible” only those 
expenses that are covered under “Other Hospital, 
Surgical, and Medical” expenses. You cannot, 
therefore, count the first $30 spent for drugs and 
medicines while not confined in a hospital. 


¢ Expenses applied against the “Deductible” in the 
last 3 months of a calendar year will be credited 
toward the “Deductible” for the next year. 


Maximum Benefit 
Amount of “maximum benefit” 


There is a “Maximum Benefit” for you and for each 
individual member of your family. Under the High 
Option, this “Maximum Benefit” is $30,000 for each 
person; under the Low Option, it is $10,000 for each 
person. The “Maximum Benefit” is reduced by the 
amount of benefits (except Maternity) which are 


paid. 
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OTHER HOSPITAL, SURGICAL, AND MEDICAL BENEFITS 


HIGH OPTION 
You Pay First $50 


YOU 

PLAN PAYS PAY 
80% of Remainder the 
other 

20% 


LOW OPTION 
You Pay First $50 
YOU 
PLAN PAYS 
75% of Remainder the 
other 
25% 


WHO IS A “DOCTOR” 
For purposes of this Plan, “Doctor,” “Physician,” “Surgeon,” or “Specialist” means: 
A physician licensed to prescribe and administer all drugs or perform all surgery; or 
A licensed dentist operating within the scope of his license, 


Automatic restoration of “maximum benefit” 


On January 1 of every year, each person gets an au- 
tomatic restoration of benefits for future use. The 
amount of this restoration is whatever amount, up to 
$1,000, is needed to bring the High Option “Maxi- 
mum Benefit” back up to $30,000. It is whatever 
amount up to $500, is needed to bring the Low Op- 
tion “Maximum Benefit” back up to $10,000. You do 
not have to apply for this automatic restoration. 


Application for reinstatement of “maximum benefit” 


Any time a person’s “Maximum Benefit” has been re- 
duced by $1,000 or more, the full maximum amount 
can be reinstated upon satisfactory evidence of in- 


surability. 


Other facts about this Plan 
If confined on effective date 


A person confined to a hospital or other institution on 
the effective date of enrollment will have his “Maxi- 
mum Benefit” limited to $1,000 under the High 
Option, or to $500 under the Low Option. This limi- 
tation will be removed after he has been free of con- 
finement for 31 consecutive days. 


Determination of charges 


Reasonable charges 

This Plan covers charges to the extent that they are 
reasonable and customary. Whether a charge is rea- 
sonable and customary is determined by comparing 
it with charges made for similar services or supplies 
provided under similar conditions to people under 
like circumstances. If there is a good reason for a 
higher charge, the Plan will cover it. 


Prorating hospital charges 

If the hospital makes a flat daily charge, without stat- 
ing how much is for room and board and how much 
for other services, 60 percent of the charge will be 
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considered to be for room and board. If it uses a 
schedule of charges that gets lower the longer you 
stay, 90 percent of the lowest daily charge will be 
considered room and board expense. 


Option changes 


When effective 

If you change from one option to the other under this 
Plan, the new option will cover only the expenses in- 
curred after the change is effective. If any member 
of your family is confined in a hospital or institution 
on the day the change is effective, benefits for that 
person will be payable under the provisions of the 
former option for the rest of the confinement, but not 
beyond 91 days. 


Deductible 

If you change options, expenses applied against your 
“Deductible” for the calendar year under one option 
are applied against your “Deductible” for the same 
calendar year under the new option. 


Maximum Benefits 

If you change options, all benefits charged against 
your “Maximum Benefit” under one option and not 
then restored or reinstated, count as charges against 
your “Maximum Benefit” under the other option. 


Change to another plan 


If any covered member of your family is confined in 
a hospital or other institution on the day enrollment 
is changed to another Federal employees health 
benefits plan, benefits will be continued under the 
old enrollment for the rest of the confinement, but 


not beyond 91 days. 


Conversion 


If your enrollment terminates other than by volun- 
tary cancellation, or if your enrollment continues but 
one of your dependents ceases to qualify as an eligi- 
ble dependent, you or your dependent has the right 


to obtain, without any requirement of evidence of in- 
surability, a nongroup contract of accident and health 
insurance of a kind then being issued by Aetna for 
group conversion purposes. Renewal of the non- 
group contract can be refused only for reasons of 
fraud, overinsurance, or nonpayment of premiums 
when due. 


Written application for the converted contract nor- 
mally must be made and the initial premium paid to 
Aetna within 31 days after the end of the enrollment 
period in this Plan. Any converted contract issued 
under the above terms becomes effective at the end 
of the 31-day period of “Temporary Extension of 
Coverage.” (See page 848.) 


Double coverage 


If, by reason of law or employment, you or any mem- 
ber of your family is covered under any health bene- 
fits plan other than this Plan, the amount of any 
benefit paid under such plan may be deducted from 
your expenses before you receive any benefits under 
this Plan. 


If another plan provides for the furnishing of services 
or supplies rather than for payments in cash, then the 
total cash value of all services and supplies furnished 
will be taken into account. 


This Plan does not cover charges incurred for a 
member of your family during any period of time 
while coverage or continuation of benefits is provid- 
ed under any other Federal employees’ health bene- 
fits plan. 


Coverage under any other plan which pays for loss 
of income or for time lost from work but not for hos- 
pital or medical expenses is not considered to be 
double coverage. 


MATERNITY BENEFITS 
HIGH OPTION 


PLAN PAYS 100% of actual charges up to— 


$15 for each day in the hospital (up to 10 days) 
plus 


$90 for obstetrician | 
18 for anesthetist { 
or 


for normal delivery 


150 ici ‘ 
$ 30 ~ oo } for Caesarean section 
or 
$60 for obstetrician | for other termination of 


12 for anesthetist { pregnancy 


YOU PAY 


Any difference between above amounts and 
the total of your actual expenses. 


YOU DO NOT HAVE TO PAY THE $50 “DEDUCTIBLE” 
TOWARD “MATERNITY BENEFITS,” AND “MATERNITY 
BENEFITS” DO NOT COUNT AGAINST THE “MAXI- 

MUM BENEFIT.” 


Policy 


This brochure describes the principal features of the 
Government-wide Indemnity Benefit Plan. The com- 
plete terms of the Plan are set forth in the group 
policy issued to the U.S. Civil Service Commission. 


The group policy which provides the health benefits 
referred to in this brochure may be modified or ter- 
minated as may be required by the Federal Em- 
ployees Health Benefits Act of 1959 or for other 
reasons. No such modification or termination, how- 
ever, will affect adversely any claim arising from an 
expense incurred prior to the modification or termi- 
nation. 


Facts about all Plans 
Family enrollment 


A family enrollment must include all eligible mem- 
bers of your family. Eligible members are your wife 
or husband and unmarried children under age 19. 
Unmarried children age 19 or over are also included 
if they are incapable of self-support because of a 
disability which began before age 19. A medical cer- 
tificate for a child over 19 must be filed with your 
employing office. : 


Cancellation of enrollment 


Your enrollment cannot be canceled by the Plan be- 
cause of the status of your health, or that of any 
member of your family, or because of the amount of 
benefits you used. 

If you want to cancel your enrollment, you may do 


so at any time. Get Standard Form 2809 from your 
employing office, fill it out, and file it with that office. 


LOW OPTION 


PLAN PAYS 100% of actual charges up to— 


$10 for each day in the hospital (up to 10 days) 
plus 


$60 for obstetrician 


12 for anesthetist } for normal delivery 
or 


$100 for obstetrician 


fer for Caesarean section 
or 
$40 for obstetrician for other termination of 


8 for anesthetist pregnancy 


YOU PAY 


Any difference between above amounts and 
the total of your actual expenses. 


YOU DO NOT HAVE TO PAY THE $50 “DEDUCTIBLE” 

TOWARD “MATERNITY BENEFITS,” AND “MATERNITY 

BENEFITS” DO NOT COUNT AGAINST THE “MAXI- 
MUM BENEFIT.” 


There is no waiting period for 
‘Maternity Benefits” 
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Change in enrollment 


If you want to change type of enrollment from self 
only to family, or vice versa; if you want to change 
from one option or plan to another; or if you do not 
enroll now but wish to do so at a later date, consult 
your employing office to see whether you can make 
the desired change and, if so, under what conditions. 


Transfer 


If you transfer to another agency, your coverage con- 
tinues without change. 


Leave without pay 


If you go on leave without pay, your coverage and 
that of your family continues for up to a year without 
charge to you. 


Military service 


If you go into the Armed Forces under conditions 
that entitle you and your family to health services or 
health benefits sponsored by the Government, your 
coverage under this Plan ceases while you are en- 
titled to such benefits. 


Death 


If you die while enrolled for self and family, cover- 
age of your survivor annuitants continues. If there is 
only one survivor, family coverage will automatically 
be changed to individual coverage. 


COSTS AND CONTRIBUTIONS 


Your agency will pay part of the cost of your enrollment. 
It will pay the same amount for you, whichever Option 
you choose. Your share of the enrollment cost will be 
withheld from your salary. 


Retirement 


If you retire, you and covered members of your fam- 
ily may be eligible to continue in the Plan. See your 
employing office if you have any questions about 
your eligibility. You should file your retirement ap- 
plication as soon as possible to make sure that if you 
are eligible, your coverage under the Plan continues 
without interruption. 


Temporary extension of coverage 


When enrollment ends for any reason except volun- 
tary cancellation, coverage continues for 31 days at 
no charge to you. If you or any covered member of 
your family is confined in a hospital or other institu- 
tion on the 31st day of this temporary extension, that 
person’s benefits will continue for the rest of the con- 
finement, but not beyond 60 additional days. 


Conversion 


If your enrollment, or that of any member of your 
family, ends for any reason other than voluntary can- 
cellation, coverage may be converted to a nongroup 
contract as described on page 846. This must normal- 
ly be done during the 31-day “Temporary Extension 
of Coverage.” 


Termination of Plan 


If for any reason this Plan is terminated, you will be 
given an opportunity to join another plan without 
interruption of your coverage. 


The chart below shows exactly how much the Govern- 
ment will pay and how much will be withheld from your 
salary every payday, if you join this particular Plan. 


HIGH AND 
sia LOW _ HIGH OPTION LOW OPTION TOTAL 

GOVERN- YOU YOu 

MENT PAYS} PAY | CODE 7] pay | CODE (GOVERN- 

: MENT PLUS 
AD $0.65 $1.06 | 1:0:1 | $0.65 | 1:0:4 EMPLOYEE) 
Self and 1.56 2.91 | 1:0:2 1.72 | 1:0:5 REGARDLEssS 
WEEK Self and Family—Female and 
Nondependent Husband_____. 3.56 | 1 0:3 2.37 | 1 0:6 
$1.30 | $2.11] 1:0:1 | $1.30 | 
| Self and Family 312 | 5.82/ 1:02] 3.44] 1/0'5 
TWO Self and Family—Female and be if 
WEEKS Nondependent 1.82 7.12 | 1:0:3 4.74 | | Low 
$2.82 $4.57 | 1:0:1 | $2.82 | 1:0:4 $7.39 | $5.64 
ONCE | Self and Family... 6.76 12.61 | 1:0:2 7.45 | 1:0:5 |}. 19.37 | 14.21 
A Self and Family—Female and 
MONTH Nondependent Husband______. 3.94 15.43 | 1:0:3 | 10.27 | 1:0:6 | 19.37 | 14.21 


How to claim benefits 
Identification Cards 


You will be given two Identification Cards and a kit 
containing claim forms. 


You obtain benefits in one of two ways 


¢ By authorizing direct payment to the doctor or 
hospital 

¢ By filing a claim so that the Plan can pay you di- 
rect. 


For hospital admission 


If you wish to authorize direct payment to a hospital, 
you merely present your Identification Card upon 
admission and complete a form which will be avail- 
able at the hospital. You need file no claim. 


To claim benefits direct 


Send to the nearest claim office— 

¢ A completed Employee Statement of Claim 

e An attending physician’s statement 

¢ One of your Identification Cards 

¢ Any receipts or bills connected with the claim. 
Keep track of small medical expenses accumulating 
over a period of time. File a claim as soon as the 
covered expenses of any individual family member 
go over the $50 “Deductible.” 


Aetna claim offices 


Claims will be administered through the offices of 
the Aetna Casualty & Surety Co., an affiliate of the 
Aetna Life Insurance Co. 


IDAHO, Boise 
ILLINOIS, Chicago 3, Elmhurst, 


ALABAMA, Birmingham 3 
ALASKA, Anchorage 
ARIZONA, Phoenix 


ARKANSAS, Jonesboro, Little 
Rock, Pine Bluff 


Springfield 

INDIANA, East Chicago, Evans- 
ville, Fort Wayne 6, Indian- 
apolis 2, South Bend 1 


IOWA, Cedar Rapids, Davenport, 
Des Moines 7, Sioux City 


KANSAS, Wichita 2 
KENTUCKY, Lexington, Louis- 


CALIFORNIA, Anaheim, Eureka, 
Fresno 21, Los Angeles 14, 
Oakland, Sacramento 14, San 
Bernardino, San Diego 1, San 
Francisco 4, San Jose 13 


Mt. Vernon, Peoria 2, Rockford, 


Records of expenses are important 


You will need complete and accurate records for each 
charge you want to count toward the “Deductible” 
and for each charge for which you claim benefits. 


Keep separate records for each member of your 
family, since both the “Deductible” and the “Maxi- 
mum Benefit” apply separately to each person. The 
kit you receive with your Identification Cards will 
help you keep track of each person’s expenses. 


Bills and receipts should be itemized and should 
show— 

¢ The date services or supplies are received 

¢ The name of the family member concerned 

¢ The name of the attending physician 

¢ The prescription number of drugs and medicines. 


To assure prompt payment 


¢ Always submit claims promptly 
¢ Always send in one of your Identification Cards. 
It will be returned with your benefit payment. 


If you need help in filing your claim 


Get in touch with your nearest claim office, or your 
own employing office may be able to help you. 
Aetna claim offices are listed below. 


OREGON, Portland 4 


PENNSYLVANIA, Allentown, 
Erie, Harrisburg, New Castle, 
Philadelphia 3, Pittsburgh 19, 
Reading, Scranton 3, Union- 
town, Williamsport 


RHODE ISLAND, Providence 

SOUTH CAROLINA, Columbia 1, 
Spartanburg 

SOUTH DAKOTA—Contact Min- 
neapolis, Minn. 


TENNESSEE, Bristol, Chattanooga 
2, Knoxville 2, Memphis 3, 
Nashville 3 


TEXAS, Dallas 1, Fort Worth 2, 
Houston 2, Lubbock, Midland, 
San Antonio 6 


MINNESOTA, Duluth 2, 
Minneapolis 2 


MISSISSIPPI, Jackson 14 

MISSOURI, Joplin, Kansas City 6, 
St. Joseph 9, St. Louis 2, 
Sikeston — 

MONTANA, Great Falls, Butte 

NEBRASKA, Omaha 2 

NEVADA—Contact Salt Lake 
City, Utah, or San Francisco, 
Calif. 

NEW HAMPSHIRE, Concord 

NEW JERSEY, Basking Ridge, 
Newark 2, New Brunswick, 
Teaneck 

NEW MEXICO, Albuquerque 

NEW YORK, Albany 7, Bingham- UTAH, Salt Lake City 1 


COLORADO, Denver 

CONNECTICUT, Bridgeport, Hart- 
fort 1,,.New Haven 10, Stamford, 
Waterbury 32° 

DELAWARE, Wilmington 1 


DISTRICT OF COLUMBIA, 
Washington 6 


FLORIDA, Jacksonville 7, 
Miami 35, Orlando, Tampa 2, 
Delray Beach 

GEORGIA, Atlanta 1 


HAWAII, Honolulu 
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ville 2, Madisonville 


LOUISIANA, Baton Rouge, La- 
fayette, New Orleans 16, 
Shreveport 42 


MAINE,. Portland 3, Waterville 

MARYLAND, Baltimore 2 

MASSACHUSETTS, Boston 7, Fall 
River, Pittsfield, Quincy 69, 


Springfield 3, Wakefield, Welles- 
ley Hills 81, Worcester 8 


MICHIGAN, Detroit 26, Flint 2, 
Grand Rapids, Lansing 4, Port 
Huron, Saginaw 


ton, Buffalo 2, Gloversville, 
Hornell, New York City, Roches- 
ter, Syracuse, Utica, Watertown 


NORTH CAROLINA, Charlotte 2, 
Greensboro, Raleigh 


NORTH DAKOTA—Contact Min- 
neapolis, Minn. 


OHIO, Akron 8, Canton 2, Chilli- 
cothe, Cincinnati 6, Cleveland 
14, Columbus 15, Dayton 2, 
Lima, Mansfield, Toledo 3, 
Youngstown 7 


OKLAHOMA, Oklahoma City 2, 
Tulsa 19 


VERMONT, Burlington 

VIRGINIA, Bristol, Lynchburg, 
Norfolk, Richmond 21, 
Roanoke 13 


WASHINGTON, Seattle 4, 
Spokane 1, Tacoma 1 


WEST VIRGINIA, Beckley, 
Charleston, Martinsburg, 
Wheeling 

WISCONSIN, Milwaukee 

WYOMING—Contact Denver, 
Colo. 
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Dr. Brandt comes to 
A.O.A as Acting Editor 


> Dr. William E. Brandt, presi- 
dent of the Philadelphia College of 
Osteopathy until his retirement in 
1957, joined the Central Office staff 


Dr. Brandt 


on May 23. He will serve as Act- 
ing Editor. The office of Editor 
was made vacant by the death 
of Dr. Raymond P. Keesecker on 
April 17. 

Dr. Brandt, a graduate of the 
Philadelphia College of Osteop- 
athy in the class of 1921, has had 
a long and varied career in jour- 
nalism, particularly in the field of 
sports. Until coming to Chicago, 
he lived with his sister, Dr. Ruth 
A. Brandt, in Conshohocken, Penn- 
sylvania. 


A.O.A. staff member heads 
Young Republicans group 


> Robert Bradner, a member of 
the A.O.A. Division of Public and 
Professional Service, was elected 
chairman of the Cook County 
(Illinois) Young Republicans Or- 
ganization on May 7. 
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_Mr. Bradner has been active in 
the Young Republicans group for 
5 years, and stepped into his new 
position from that of president of 
the group in one of Chicago’s old- 
est and most colorful wards. He 
joined Central Office staff a year 
ago, as a press representative on 


the staff of P. and PS. 


A.O.A. staff prepares for 
national convention 


> With “Sixty-five years of prog- 
ress” as theme and incentive, Cen- 
tral Office has gone into high gear 
to insure a smooth-running 1960 
convention, to open in Kansas 
City on Monday, July 18. This is 
the sixty-fourth annual meeting of 
the American Osteopathic Associ- 
ation. 

Dr. True B. Eveleth, as chair- 
man of the A.O.A. Bureau of Con- 
ventions, and Walter A. Suberg, 
as vice chairman, are leading in 
the development of plans and ar- 
rangements. They are working 
closely with the Local Convention 
Committee in Kansas City, headed 
by Drs. Charles A. Povlovich as 


honorary chairman; James A. Di- 
Renna and Floyd E. Dunn as gen- 
eral and assistant general chairmen, 
respectively; and Stan J. Sulkowski 
as secretary-treasurer. 

Other local chairmen include 
Drs. Milton S. Steinberg and 
Grover N. Gillum, clinical pro- 
gram; Harold J. McAnally, golf; 
J. Myron Auld, Jr., public rela- 
tions; and Wilbur V. Cole and L. 
Raymond Hall, scientific facilities. 
In charge of arrangements for 
women’s activities are Mrs. W. R. 
Fricke, Mrs. D. W. Streitenberger, 
and Mrs. John A. Greaves. 

In Central Office, those most 
directly concerned with conven- 
tion arrangements are members of 
the Executive and Business De- 
partments and the Division of 
Public and Professional Service. 


Official business * The Executive 
Department is deep in preparations 
for the meetings of the Board of 
Trustees and House of Delegates, 
the executive and legislative bod- 
ies of the Association. The certifi- 
cation of delegates and the com- 
pilation of the agenda are two of 
the chief executive responsibilities. 
The possible number of delegates 
this year is 149, the highest in 
convention history. The House 
convenes on Sunday, July 17. 
The agenda, which serves as the 
guide for official proceedings of 
the Board and House, is a 300- 
page compilation of the order of 
business and of annual reports. 
The Board of Trustees will con- 


Preparation of the agenda and listing of delegates to the July Convention are two principal 
responsibilities of these three members of the Executive Staff. They are, left to right, Marie 
Bierbaum, Dorcas Sternberg, and Josephine Taylor. 


= 4 
é 


vene on Tuesday preceding the 
opening of the convention proper. 


P. and P.S. ¢ The Division of 
Public and Professional Service, 
headed by Robert A. Klobnak, has 
swung into its annual pattern of 
press, television, and radio cover- 
age. Professional leaders and pro- 
gram headliners will inter- 
viewed, hometown newspapers 
will receive attendance stories, and 
photographers will at all times be 
on hand. 

For the fourth year, the Division 
will publish the daily A.O.A. Con- 
ventioner, a four-page report of 
convention happenings, and a con- 
cise and simple schedule of each 
day’s program. It will be available 
every morning in the coffee shops, 
lobbies, and meeting rooms of the 
three convention hotels. 


General arrangements * General 
arrangements lie in the province 
of the Business Office. As liaison 
between hotel personnel and con- 
vention guests, the business staff 
takes care of such matters as the 
scheduling of some eighty-five 
meetings of affiliated organizations, 
many of them breakfast, luncheon, 
and dinner meetings; the Presiden- 
tial and Inaugural Balls; the lunch- 
eon setting (new this year) for the 
A. T. Still Memorial Lecture; the 
receptions for women guests and 
for exhibitors; fraternity and al- 
umni reunions; and the week’s 
entertainment for junior attendants. 
The Business Department pub- 
lishes the convention program, and 
provides facilities for didactic pro- 
grams and for scientific and com- 
mercial exhibits. 


Exhibits ¢ Both commercial and 
scientific exhibits will be housed 
in the Municipal Auditorium, 
where the general convention’s ses- 
sions will be held. Ninety-six dis- 
tributing, manufacturing and serv- 
ice companies will exhibit. Some 
are new, many have long been 
known to osteopathic convention 
attendants. 


These members of the Division of Public and 
Professional Service will staff the Convention 
press room. From left to right, they are 
Leonard Heffel, Otha W. Linton, Robert 
Bradner, and Barbara Blumofe. Michaele 
Early, not pictured, will also be in the press 
room. 
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Members of the Business Office display the “space chart" that occupies their minds as Con- 


vention time nears. From left to right, they are Ruby Hanks, Julie Goldschmidt, Charles 


Bertel, and Ann Marie Wittner. 


“Our exhibits,” said Mr. Suberg, 
“offer a wide diversity of products 
and services. Their representatives 
have information that can be of 
tremendous help to our doctors. 

“Exhibits play a vital role in 
every osteopathic convention. They 
not only supply valuable and time- 
ly information in drug, equipment, 
and service fields, but they make 
possible a much more comprehen- 
sive convention than the profession 
could otherwise maintain. We owe 
them gratitude and thoughtful at- 
tention.” 

The exhibit area will be open 
from nine to five o'clock Monday 
through Thursday of convention 
week. This year for the first time, 


a coffee service for exhibit visitors 
will be maintained all day every 
day. 


This year’s exhibitors include: 


Assotr Lasoratories, 14th St. & Sheri- 
dan Rd., North Chicago, IIl. 

Ansco, Division of General Aniline & 
Film Corp., Vestal Parkway E., Bing- 
hamton, N.Y. 

ARMOUR PHARMACEUTICAL Co., 
3020, Prudential Plaza, Chicago 1. 
ARNAR-STONE LABORATORIES, INC., 225 
E. Prospect Ave., Mount Prospect, Ill. 
Ascuer, B. F., & Co., Inc., 113 W. 18th 
St., Kansas City 8, Mo. 

AsTRA PHARMACEUTICAL Propwucts, INC., 
7 Neponset St., Worcester 6, Mass. 
Ayerst Lasoratories, 22 E. 40th St., 
New York 16. 
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Baxter LAsoratories, INc., 6301 Lin- 
coln Ave., Morton Grove, IIl. 

Bive Line Cuemicat Co., Tue, 302 
S. Broadway, St. Louis 2. 

BorpDEN Co., THE, 350 Madison Ave., 
New York 17. 

BoyLe & Co., 6855 E. Gage Ave., Bell 
Gardens, Calif. 

- Breon, GeorcE A., & Co., 1450 Broad- 
way, New York 18. 

Brooks APPLIANCE Co., Room 702, 5 
North Wabash Ave., Chicago 2. 


Camp, S. H., & Co., Box 89, Jackson, 
Mich. 

CarNnaTION Co., 5045 Wilshire Blvd., 
Los Angeles 36. 

Cuicaco PHARMACAL Co., 5547 N. 
Ravenswood Ave., Chicago 40. 
Co., THe, 400 Victor 
Bldg., Washington 1, D.C. 

PHARMACEUTICAL Propucts, INC., 
556 Morris Ave., Summit, N.J. 
Co.tuMBus PHARMACAL Co., THE, 330 
Oak St., Columbus 16, Ohio. 

Coreco REesEarRcH Corp., 159 W. 25th 
St., New York 1. 

CrookEs-BARNES LABORATORIES, INC., 
Wayne, N.J. 

Cy LasoratoriEs, Division of Marcen 
Labs., 22 Lawton St., New Rochelle, 
N.Y. 


Lasoratories, 1226 S. Flower 
St., Los Angeles 15. 

Draputse Mrc. Corp. OF AMERICA, 350 
Fifth Ave., New York 1. 

DietENE Co., THE, Highway 100 at W. 
23rd St., Minneapolis 16, Minn. 

Corp., 100 Varick St., 
New York 13. 


Eaton LasoratorigEs, 17 Eaton Ave., 
Norwich, N.Y. 

Epwarps Myo-FLEex, THE, 3515 Velva 
St., Shreveport, La. 

ENCYCLOPAEDIA BriraNnnica, INc., 1400 
Baltimore Ave., Suite 401, Kansas City 
5, Mo. 

EIsELLE & Co., 109 Spring St., Nashville 
7, Tenn. 

Enpo Lasoratorigs, Inc., 84-40 101st 
St., Richmond Hill 18, N.Y. 


Funt, Eaton & Co., Decatur, IIl. 


Geicy PHARMACEUTICALS, Division of 
Geigy Chemical Corp., P.O. Box 430, 
Yonkers, N.Y. 


Hit Lasoratories Co., 445 Lincoln 
Hwy., Malvern, Pa. 

Co., Inc., 145 Hudson 
St., New York 13. 


Irwin, NEISLER & Co., P.O. Box 1110, 
Decatur, IIl. 
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JoHNsON & JOHNSON, New Brunswick, 
NJ. 


Kastorr, Inc., 4924 Greenville, Dallas, 
Texas. 

KENDALL, C. B., Co., 2039 Madison 
Ave., Indianapolis 6. 

Krone, Burt, Co., 1305 S. Glenstone, 
Springfield 4, Mo. 


Lutty, Exit, Co., P.O. Box 68, In- 
dianapolis 6. 

Lincotn LaBoratoriEs, INc., Box 1139, 
Decatur, 

Lippincott, J. B., Co., East Washington 
Square, Philadelphia. 

Loma Linpa Foop Co., Arlington, Calif. 


Marion Lasoratories, Inc., 4500 E. 
75th Terr., Kansas City 32, Mo. 
MASSENGILL, S. E., Co., Tue, Fifth St., 
Briston, Tenn. 

McNem Lasoratories, INc., 2900 N. 
17th St., Philadelphia 32. 

MEAD JoHNSON & Co., 2404 Pennsyl- 
vania St., Evansville 21, Ind. 

Mepco Propucts Co., 3601 E. Admiral 
Pl., Tulsa, Okla. 

MepicaL Puastics Lasoratory, P.O. 
Box 38, Gatesville, Texas. 

MERRELL, Wo. S., Co., THE, Amity Rd., 
Cincinnati 15. 

SurcicaL Co., 2449 N. Pulaski 
Rd., Chicago 39. 


NATIONAL CasH REGISTER Co., THE, 
Main and K Sts., Dayton 9, Ohio. 
NETTLEsHIe Co., THE, 1212 Wilshire 
Blvd., Los Angeles 17. 


Orcanon Inc., 20 Main St., Orange, 
NJ. 

OTC, Division of Surgical Appliance In- 
dustries, Inc., Erie Ave., & Penna. R.R., 
Cincinnati 9. 


ParkE, Davis & Co., Jos. Campau at the 
River, Detroit 32. 

Per Mix Co., 1401 Arcade Bldg., St. 
Louis 1. 

PrizeR Lasoratories, 58 Walton St., 
Brooklyn 6. 

Piastic Contact Lens Co., Tue, 5 S. 
Wabash Ave., Chicago 3. 

Prior, W. F., Co., Inc., Hagerstown, 
Md. 

PROFESSIONAL Foops, 319 2nd Ave., 
S.W., Cedar Rapids, Iowa. 

PurbvE Co., THE, 135 Chris- 
topher St., New York 14. 

PurirAN Gas Corp., 2012 
Grand Ave., Kansas City 8 


REED & Carnrick, 30 Boright Ave., Ken- 
ilworth, N.J. 
Rirrer Co., Inc., P.O. Box 848, Roches- 
ter 3, N.Y. 


Rosins, A. H., INc., 1407 Cummings 
Dr., Richmond 20, Va. 

Rocue Lasoratorigs, Nutley 10, N.J. 
Rorer, Witu1AM H., Inc., 4865 Stenton 
Ave., Philadelphia 44. 

Ross Lasoratories, 625 Cleveland Ave., 
Columbus 16, Ohio. 


SANBORN Co., 175 Wyman St., Waltham 
54, Mass. 

SANDOZ PHARMACEUTICALS, Route #10, 
Hanover, N.J. 

SAUNDERS, W. B., Co., West Washington 
Square, Philadelphia 5. 

SCHENLABS PHARMACEUTICALS, INc., 350 
Fifth Ave., New York 1. 

ScHERING Corp., 60 Orange St., Bloom- 
field, N.J. 

Scumip, Juutus, Inc., 423 W. 55th St., 
New York 19. 

ScHoLtt Mrc. Co., INc., THE, 213 W. 
Schiller St., Chicago 10. 

SEALY, Inc., 666 North Lake Shore Dr., 
Chicago 11. 

SEARLE, G. D., & Co., P.O. Box 5110, 
Chicago 80. 

SHERMAN LasoraTories, 5031 Grady 
Ave., Detroit 11. 

SmitrH-Dorsey, A Division of The Wan- 
der Co., 200 N. 15th St., Lincoln 1, 
Nebr. 

SmirH Kune & FRENCH LABORATORIES, 
1500 Spring Garden St., Philadelphia 1. 
SPINALATOR Co., THE, Box 5255, Ashe- 
ville, N.C. 

STRASENBURGH, R. J., Co., P.O. Box 
1710, Rochester 3, N.Y. 

Sruart Co., Tue, 3360 East Foothill 
Blvd., Pasadena, Calif. 


Tonc, Grorce C., Co., 5912 Delmar 
Blvd., St. Louis. 


Unirep MepicaL Equip. Co., 1705 
Grand Ave., Kansas City, Mo. 

U.S. ViraMin & PHARMACEUTICAL CorpP., 
250 E. 43rd St., New York 17. 

Upjyoun Co., Tue, 7171 Portage Rd., 
Kalamazoo, Mich. 


ViITAMINERALS, INc., 1815 Flower St., 
Glendale 1, Calif. 

ViTAMIN Propucts Co., 2023 W. Wis- 
consin Ave., Milwaukee 3, Wis. 


Lasoratories, U.S. 1 & 
Georges Rd., New Brunswick, N.J. 
WarNER-CuiLcoTT LABORATORIES, 201 
Tabor Rd., Morris Plains, N.J. 
WEBSTER, WILLIAM A., Co., THE, 224 
E. St., Memphis 3, Tenn. 

WyetH Lasoratoriges, P.O. Box 8299, 
Philadelphia 1. 


Younc, F. E., & Co., 8057 Stony Island 
Ave., Chicago 17. 


Medical film reviews 


> Films listed here have been re- 
viewed by the A.O.A. Division of 
Public and Professional Service. 
They are provided by their pro- 
ducers upon request, and unless 
otherwise indicated, are sent with- 
out charge other than postage. 


Dynamics of the Tubercle—This 
film is a demonstration of the path- 
ogenesis of tuberculosis as observed 
in living tissue. A brief prologue 
compares the familiar fixed and 
stain histopathology of tuberculosis 
with the appearance of these le- 
sions in live tissue (where changes 


in the blood vessels are the domi- © 


nant phenomena). The Clark Rab- 
bit Ear Chamber is explained by 
means of live views and animated 
drawings. A sheet of connective 


tissue forms in the chamber from 
the surrounding tissue and the 
characteristic appearance of the 
normal vessel, blood cells, and con- 
nective tissue in the chamber is 
demonstrated. 1956. 16 mm., col- 
or, sound, 28 minutes. Pfizer Lab- 
oratories, 630 Flushing Avenue, 
Brooklyn 6, New York. 


To Keep Them Well—Drama- 
tized films depicting the vital im- 
portance of periodic medical ex- 
amination of children. 1958. 16 
mm., black and white, sound, 15 
minutes. Rental charge. Sam Or- 
leans and Associates, Inc., 211 West 
Cumberland Avenue, Knoxville 16, 
Tennessee. 


Photoscopic Technic and Cine- 
matography—This film describes 
the relatively new technic of pho- 


toscopic procedure. In addition to 
discussing and depicting the tech- 
nic of photoscopy, the film depicts 
methods used in filming pathologic 
and unusual anatomic conditions 
as seen through the photoscope. 

Some of the more interesting 
pathologic and physiologic condi- 
tions shown are tubal peristalsis, 
an ovarian follicle about to rupture, 
several cystic conditions and an 
unruptured tubal pregnancy. 1959. 
16 mm., color, sound, 22 minutes. 
Schering Corporation, Bloomfield, 
New Jersey. 


Brachial plexus block—The pro- 
cedure is demonstrated anatomical- 
ly on a cadaver, followed by actual 
performance on several patients. 
1955. 16 mm., color, sound, 21 min- 
utes. Astra Pharmaceutical Prod- 
ucts, Inc., Neponset Street, Wor- 
cester 6, Massachusetts. 


Proposed amendments 
to the Code of Ethics and By-Laws 


of the American Osteopathic Association 


A.O.A. component divisional and district osteopathic 
organization concerned, it is ethical for a [general 
practitioner] physician or institution [engaged in 
general practice] to use in an ethical printed publi- 
cation a simple, dignified statement which lists only 
the name, profession, address, telephone number, of- 
fice hours, and other necessary information, such as 
the names of recognized fields or areas of practice, 
or that the physician is a member of his district, state 
or national association, or that a hospital is registered 
or approved by the A.O.A., [listing the organs or 
class of cases] but not the specific diseases treated. 
[by the individual or group who limits practice to a 
specialty only. | 

(b) It is not compatible with honorable standing in 
the profession for any individual [practitioner] phy- 
sician or institution to pay, directly or indirectly, for 
advertising time on the radio or television, nor for 


TRUE B. EVELETH, D.O., Executive Secretary 


Code of Ethics 


(For action in 1960) 


(The following proposed amendments to Section 6 of 
Article I of Chapter II of the Code of Ethics are pub- 
lished at the request of the Committee on Ethics in 
order to clarify the section. The material to be delet- 
ed is enclosed in brackets and that to be added is in 
bold face.) 


Sec. 6. (a) It is unethical for a physician to adver- 
tise in any manner, whether or not there is any con- 
sideration represented as payment [for such adver- 
tisement] except as hereinafter provided: 

When sanctioned by local custom and with specific 
approval and under mutual agreement with the 
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any osteopathic society, except the A.O.A. or a divi- 
sional or district society thereof. It shall be ethical 
for divisional or district societies to purchase time on 
radio or television stations and space in magazines 
or newspapers for the presentation of information or 
material relating to the public health and the osteo- 
pathic profession. 

It shall be ethical for divisional or district societies 
to participate upon or prepare material or informa- 
tion for radio or television programs and newspaper 
or magazine articles devoted to the public health 
and the osteopathic profession when time or space is 
donated by any reputable business concern, public 
health organization, radio or television station and 
newspaper or magazine. All information or material 
of any type or nature, including any advertising com- 
mercials and sponsors of such programs, must have 
written approval of the committee of the divisional 
society concerned with public health laws, the divi- 
sional society, the Committee on Ethics of the Amer- 
ican Osteopathic Association, and the Division of 
Public and Professional Service of the American Os- 
teopathic Association. All such material or informa- 
tion shall be directed toward improving the public 
health and shall in no way or manner sponsor or pro- 
mote the interest of any individual osteopathic physi- 
cian, hospital, clinic, osteopathic college or any other 
institution, and such persons or institutions may be 
named only for the purpose of identification incident 
to a presentation upon a public health subject. 

(c) It shall be considered unethical for any physi- 
cian, hospital, clinic or sanatorium to use literature 
of any kind for the education of the laity of the facts 
concerning osteopathy, their services, mode of treat- 
ment or qualifications, except as hereinafter pro- 
vided: 

(1) Educational literature as referred to in the 
above paragraph may be used provided it is 
published for that purpose by the A.O.A. or, if 
published by any other concern, individual or 
organization, it has approval of the A.O.A. and 
divisional society Committee on Ethics to its use. 
(d) Ethical conduct in either [advertising] infor- 

mation or education precludes such practices as the 
following: 

(1) Inviting the attention of persons afflicted 
with particular diseases. 

(2) Publishing reports of cases in the daily 
press, radio, television or [elsewhere] otherwise. 

[(3) Presenting reports of cases over the ra- 
dio. | 

[(4) Listing oneself as a specialist when he is 
really a general practitioner, who has developed 
a special diagnostic or therapeutic technic. ] 

[(5)] (3) Promising radical cures. 

[(6)] (4) Advertising free examinations (ex- 
cept in free clinics). 

[(7)] (5) Using display advertising of unusual 
varieties. 

[(8)] (6) Using either bold face or box type 
listing in any telephone directory. 

[(9)] (7) Using any public listing of diseases 
treated, methods used or equipment possessed. 

[(10)] (8) Making any public or professional 
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use of a specialty designation or the terms “spe- 
cialist,” “certified,” or terms of similar meaning, 
unless one of the following prevails: 

(a) A.O.A. certification [of] in the specialty 
[rating] has been [given] received, if the 
term certified is to be used in relation to a rec- 
ognized field or area of practice, or reference 
is to be made to one of the American Osteo- 
pathic Boards of specialty certification. 

[(b) Specialty listings are in not more than 
two closely related fields. | 

[(c) Legal authorization for the use of the 
specialty designation is possessed. | 

(b) The physician is certified by one of the 
American Osteopathic Boards or is a member 
of one of the American Osteopathic Specialty 
Colleges if the term “specialist” is to be used 
in relation to a recognized field or area of 
practice. 

(c) A doctor who is a member of one of the 
specialty colleges or academies may list his 
membership in professional biographies or on 
his stationery, but not in any public profes- 
sional listing in a telephone directory or in any 
publication of general public distribution paid 
for by himself or in his behalf by any other 
person or business, or in any other way as to 
mislead the public as to his qualifications. 

(d) A doctor may state in a classified tele- 
phone directory or in an ethical public profes- 
sional announcement that his practice is “lim- 
ited” or confined to a recognized field or area 
of practice if in fact he establishes by his clin- 
ical records that seventy-five per cent of his 
professional services are devoted to that field 
or area of practice. 

[(11) Or in any other way trespassing against 
the dictates of honesty, good judgment, fairness, 
and professional decency and the tenets of the 
Golden Rule. } 


By-Laws 


(For action in 1960) 


(The following amendment is proposed by the Com- 
mittee on Format and Scheduling of Conventions 
and would change the days on which nominations 
and elections are to take place so that, if desired, the 
House would not need to be in session for 4 days.) 


ARTICLE VI—ELECTIONS 


Amend Section 1 by changing the first two sen- 
tences of the Section to read as follows: 

“Nomination of all Officers and Trustees of this As- 
sociation, and nomination of the Speaker and Vice 
Speaker of the House of Delegates, excepting nomi- 
nation of those otherwise provided for in the Consti- 
tution, shall be a regular order of business in the 
House of Delegates on the second day of the annual 
meeting of the House. Election of such Officers and 
Trustees as are elected by the House of Delegates 
shall take place during the third day of the annual 
meeting.” 


This section is published monthly to inform the practicing physician about new drug products and medical equipment 


made available on the market. It is a reference section prepared by Tue JournaL from descriptive material furnished 


by ethical manufacturers. 


The American Osteopathic Association does not necessarily advocate the use of these prod- 


ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 


convenient form. 


MODUMATE ® 


Chemistry * Modumate is a brand 
of arginine glutamate, each 100 ml. 
of Modumate solution containing 
13.5 grams of L-arginine and 12 
grams L-glutamic acid (including 
0.5 gram excess glutamic acid). 


Pharmacodynamics * Modumate 
is an ammonia anti-intoxicant com- 
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bining the ammonia-eliminating 
properties of arginine hydrochlo- 
ride and sodium glutamate with 
minimum effect on acid-base bal- 
ance. While Modumate does not 
correct the underlying causes of 
hepatic coma, it reduces blood 
levels of ammonia so that long- 
term therapeutic measures can be 
employed. 


Indications * Modumate is indicat- 
ed for use in the treatment of am- 
monia intoxication due to hepatic 
failure. It is not recommended for 
the management of hepatic disor- 
ders in which blood levels of am- 
monia are relatively normal. 


Precautions * During treatment 
with this drug, appropriate atten- 
tion to fluid and electrolyte balance 
should be maintained at all times, 
and supportive measures should be 
instituted as needed. 


NEW PRODUCTS 


Dosage schedule ¢ Each 100-ml. 
container of Modumate is diluted 
with 500 or 1,000 ml. of 5 per cent 
or 10 per cent dextrose. The solu- 
tion is administered by intravenous 
infusion over a period of not less 
than 1 hour for 25 grams of Modu- 
mate and not less than 2 hours for 
50 grams. An initial dose of 25 to 
50 grams is recommended. The 
dosage is repeated after 8 hours if 
blood-ammonia levels are still ele- 
vated or coma persists. Severe 
cases may require repeated infu- 
sions for 3 to 5 days. 


How supplied * Modumate, 25 per 
cent (w/v) solution in water for 
injection, in 100-ml. sterile contain- 
ers, packed individually or in car- 
tons of six (List No. 6966). 


Manufacturer ¢ Abbott Laborato- 
ries, North Chicago, Illinois. 
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NEO-ARISTODERM FOAM 


Chemistry * Each 15-cc. bottle of 
Neo-Aristoderm Foam contains 15 
mg. of Aristocort triamcinolone 
acetonide, 75 mg. of Neomycin sul- 
fate, 24 mg. of methylparaben, and 
6 mg. of propylparaben, as well as 
inert ingredients. 


Pharmacodynamics ¢ Aristocort 
triamcinolone acetonide has been 
found to have ten times the anti- 
inflammatory potency of hydrocor- 
tisone in topical use. The antibiotic 
Neomycin provides local antimi- 


XEO-ARISTODERM 
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crobial treatment and prevention 
of secondary skin infections, and is 
active against both gram-negative 
and gram-positive bacteria. Neo- 
Aristoderm Foam can be applied 
directly to the affected area with- 
out the necessity of rubbing sensi- 
tive lesions; the foam spreads even- 
ly and does not burn or irritate the 
skin. 


Indications * Neo-Aristoderm 
Foam is effective as an aid in the 
treatment of atopic dermatitis, ec- 
zematous dermatitis, nummular 
eczema, contact dermatitis, pruritus 
vulvae and ani, generalized erythro- 


dermia, external otitis, seborrheic 
dermatitis, eczematized psoriasis, 
neurodermatitis, and eczematized 
mycotic dermatitis. 


Dosage schedule * Neo-Aristoderm 
Foam should be applied sparingly 
to the affected areas three or four 
times a day. 


How supplied ¢ In 15-cc. push- 
button pressure bottles. 


Manufacturer * Lederle Laborato- 
ries Division, American Cyanamid 
Company, Pearl River, New York. 
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‘Enfami 


ENFAMIL 


Chemistry * Enfamil is an infant- 
feeding formula product designed 
to closely resemble mother’s milk 
in nutritional breadth and balance. 
Enfamil’s protein level provides 9 
per cent of the calories, as com- 
pared with the 7 to 8 per cent for 
breast milk and 15 per cent for 
cow’s milk-carbohydrate formulas. 
Also, Enfamil closely approaches 
the composition of breast milk in 
its high percentage of unsaturated 
fatty acids, its use of lactose as the 
carbohydrate, its twelve essential 
vitamins, and its mineral content. 
The approximate analysis of En- 
famil is: protein w/v 1.5 per cent, 
fat w/v 3.7 per cent, carbohydrate 
w/v 7.0 per cent, ash 0.34 per cent, 
calcium-phosphorus_ ratio 1.3/1. 
The formula also includes vitamins 
A, D, C, E, and B,., thiamine, 
riboflavin, niacinamide, pyridoxine, 
calcium pantothenate, inositol, cho- 
line, iron, copper, and iodine. 

Pharmacodynamics * The new 
formula has zero curd tension, pro- 
viding protein digestibility com- 
parable to that of breast milk. In 
addition, Enfamil has a low osmo- 
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lar concentration, which protects 
the baby’s kidneys from excessive 
excretion and solute load. The 
product has a background of 5 
years of laboratory research and 
more than 41,000 patient-days of 
clinical testing. In addition to the 
usual long-range clinical studies, 
the Latin Square cross-over technic 
was used for the first time in in- 
fant nutritional research to evalu- 
ate the product’s usefulness during 
the critical first 8 weeks of infancy. 
By all tests, Enfamil showed excel- 
lent acceptance by infants, pro- 
duced good weight gains, and re- 
sulted in normal stool frequency 
and consistency. 


Indications ¢ Enfamil is indicated 
for the formula feeding of full-term 
and premature infants, for supple- 
menting breast feeding, and for 
feeding infants with poor tolerance 
to the fat in cow’s milk. 


How supplied ¢ Enfamil is avail- 
able in liquid form (13-0z. cans) 
and powder form (1-pound cans 
with measure). 


Manufacturer * Mead Johnson & 
Company, Evansville 21, Indiana. 
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BACID ® 


Chemistry * Designed to restore 
normal intestinal conditions after 
antibiotic therapy, Bacid provides 
a specially cultured strain of viable 
Lactobacillus acidophilus together 
with an appropriate amount of so- 
dium carboxymethylcellulose. 


Pharmacodynamics * Bacid acts 
to reimplant Lactobacillus acidoph- 
ilus in the intestinal tract, thus fa- 
voring the re-establishment of a 
predominantly aciduric flora over 
the coliform and proteus groups of 
putrefactive gas-formers. Various 
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pathogenic organisms including 
Candida albicans and staphylococ- 
ci tend to overgrow in the intestinal 
tract as a result of antibiotic ther- 
apy. Replacement of the normal 
flora by molds irritates and inflames 
the colonic mucosa and perianal 
regions; superinfection by resistant 
staphylococci has been reported to 
lead to fatal diarrhea. Lactobacillus 
acidophilus has been shown to in- 
hibit the growth of such organisms; 
the reimplantation of this lactic 
acid-producing organism in the in- 
testines results in a change in feces 
from putrefactive to nonputrefac- 
tive and produces clinically ob- 
servable improvement in bowel 
function. The sodium  carboxy- 
methylcellulose helps to coat and 
protect the mucous membranes of 
the intestinal tract, provide bulk in 
case of diarrhea, or soften the stools 
in constipation. 


Toxicology * Bacid is reported to 
be completely nontoxic, safe and 
well tolerated. 


Indications * Bacid capsules are 
indicated in the prevention and 
treatment of diarrhea following 
antibiotic therapy or other causes, 
post-antibiotic anal pruritus, proc- 
titis, and moniliasis; also in func- 


tional constipation, irritable colon, 
diverticulosis, and conditions asso- 
ciated with intestinal putrefaction 
(flatulence, distention, eructation, 
etc.). 


Contraindications ¢ There are no 
known contraindications to the use 
of Bacid. 


Dosage schedule * The suggested 
dose is 2 capsules two to four times 
a day, preferably with milk or lac- 
tose to help promote intestinal im- 
plantation of the lactobacillus. 


How supplied ¢ Bacid is supplied 
in bottles of 50 capsules. 


Manufacturer ¢ U.S. Vitamin & 
Pharmaceutical Corporation, 250 
East 43rd Street, New York 17, 
New York. 


References * Weinstein, L., Am. J. 
Gastroenterol. 30:61, 1958. Klig- 
man, A. M., J. Am. M. A. 149:979, 
1952. Binns, T. B., Lancet 1:336, 
1956. Gordon, D., and others, Lan- 
cet 1:889, 1957. Manheim, S. D., 
and Alexander, R. M., New York 
State J. Med. 54:231, 1954. Rafsky, 
H. A., and Rafsky, J., Am. J. Gas- 
troenterol. 24:87, 1955. Wéinkel- 
stein, A., Am. Pract. 6:1022, 1955, 
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DORNWAL ™: 


Chemistry * Dornwal is a brand of 
amphenidone, an entirely new 
chemical entity, 1-m-aminophenyl- 
2-pyridone. 


Pharmacodynamics * Dornwal 
acts selectively on the central nerv- 
ous system at both the cerebral 
and cord levels. Its effect is to dis- 
pel anxiety, excitability, and exag- 
gerated response to situational fac- 
tors, without producing drowsiness 
or sedation. It is reported to be 
particularly well suited to the am- 
bulatory patient because it is rela- 
tively free from side effects, does 
not produce depression or deper- 
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Usual Dose: One or two tablets 


.3 tunes day. Adrunistration — 
_. limited months duration. 


Maltbie Laboratories Division 
Wallace Tiernan incorporated 
Betlevitie9, NewJersey, USA. 


sonalization, and relieves tension 
without undue stimulation. 


Toxicology * Side effects attributa- 
ble to Dornwal used at the rec- 
ommended dosage have been mini- 
mal. In a series of 593 patients the 
incidence of drowsiness was report- 
ed as less than 2 per cent. There 
have been no reports of habitua- 
tion, addiction, or drug intolerance 
in experimental or clinical studies. 


Indications * Dornwal is effective 
in the treatment of anxiety and 
tension states, a wide variety of 
psychoneuroses, premenstrual ten- 
sion, menopausal syndrome, tension 
headache, alcoholism, and behavior 
problems in children. 


Contraindications * No absolute 
contraindications to the use of 
Dornwal are known. 


Dosage schedule ¢ Adults: one or 
two 200-mg. tablets three times a 
day. Children (6 to 16): one or 
two 100-mg. tablets two times a 
day. The duration of therapy 
should not exceed 3 months. 


How supplied ¢ Pink (100 mg.) 
and yellow (200 mg.) scored tab- 
lets, in bottles of 100 and 500. 


Manufacturer ¢ Maltbie Laborato- 
ries Division, Wallace & Tiernan 
Incorporated, Belleville 9, New 
Jersey. 
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OXAINE * 


Chemistry Oxethazaine, C..H,,- 
N, is a local anesthetic with the 
chemical formula N,N-bis-(N- 
methyl-N-phenyl-t-butyl-acetami- 
do)-beta-hydroxyethylamine. The 
formula may be stated also as 1,11- 
diphenyl -2,2,3,9,10,10-hexamethyl - 
4, 8-diketo-6-(betahydroxyethy] ) 3,- 
6,9-tri-azaundecane. The compound 
is an amide rather than a benzoate 
or aminobenzoate local anesthetic. 


Pharmacodynamics ¢ Oxaine 
(oxethazaine in alumina gel) is a 
new and very active topical anes- 
thetic. A dilute solution of oxetha- 
zaine hydrochloride applied to mu- 
cous membranes produces a more 
potent anesthesia of longer dura- 
tion than does either cocaine hy- 
drochloride or lidocaine hydrochlo- 
ride. An ultra-dilute solution of 
0.0005 per cent oxethazaine hydro- 
chloride induces the same duration 
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of anesthesia in a rabbit cornea as 
does the more concentrated 0.25 
per cent solution of cocaine hydro- 
chloride, or a 1.0 per cent solution 
of lidocaine hydrochloride, or a 2.0 
per cent solution of procaine hy- 
drochloride. The higher order of 
potency of oxethazaine permits 
clinical use of dilute solutions; a 
0.2 per cent concentration of 
oxethazaine in Amphojel is thera- 
peutically effective. In vitro, ox- 
ethazaine produces antispasmodic 
action on smooth muscle and an- 
tagonizes the action of histamine, 
serotonin, physostigmine, and bari- 
um sulfate on smooth muscle. In 
experimental animals it was found 
that oxethazaine hydrochloride in- 
travenously did not affect the mo- 
tility of the intestine or inhibit the 
action of neostigmine bromide on 
this motility. 


Toxicology * A wide margin of 
safety exists between the effective 


dose of oxethazaine in aluminum 
hydroxide gel and the oral toxic 
dose of this compound. The effec- 
tive dose of Oxaine, one or two tea- 
spoonfuls, contains 10 or 20 mg. of 
oxethazaine respectively; this is 0.2 
or 0.4 mg. per kg. of body weight 
for a human weighing 50 kg. In 
human subjects, toxic effects have 
not been observed on the contin- 
ued ingestion of therapeutic doses. 
Constipation may be aggravated by 
therapeutic doses of Oxaine, but 
may be prevented by adequate 
fluid intake and adjustment of diet. 
When a single dose of Oxaine ex- 
ceeds two teaspoonfuls, some pa- 
tients may experience dizziness, 
faintness, or drowsiness. One case 
of glossitis of the hypersensitivity 
type has been reported. 


Indications ¢ Oxaine, a mucosal 
anesthetic in an antacid demulcent 
vehicle, is indicated in the treat- 
ment of chronic gastritis, chronic 
esophagitis without stricture, and 
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-OXAINE 
Oxethazaine in 
Alumina Gel 


Each (bcc, ) comtaines Mime 
oxethagaine UN, N~bis t= 
in atumina gel. 
Contion: protyibits dispeo* 
without prescription. 
forties daily, 15 before meals 
bedtime. Cantion—<do oat 
Cred dosage. 
available om 


the irritable bowel syndrome. 
Symptoms of esophageal or gastric 
irritation may be relieved in pa- 
tients who do not respond to ant- 
acid therapy alone. 


Dosage schedule * The recom- 
mended adult oral dose of. Oxaine 
is one to two teaspoonfuls four 
times daily, 15 minutes before 
meals and at bedtime. This dosage 
should not be exceeded. 


How supplied ¢ Oxaine is supplied 
in bottles of 12 fluid ounces. 


Manufacturer ¢ Wyeth Laborato- 
ries, Philadelphia 1, Pennsylvania. 


References * Deutsch, E., and 
Christian, H., J. Am. M. A. 169: 
2012, 1959. Jankelson, I. R., and 
Jankelson, O. M., Am. J. Gastro- 
enterol. 32:636, 1959. Jankelson, O. 
M., and Jankelson, I. R., Am. J. 
Gastroenterol. 32:719, 1959. 


®Trademark of related company. 
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A ten-year analysis of 
intertrochanteric fractures of the femur 


> The continuation of a study reported in January 
1947 is the subject of this article by Mather Cleve- 
land, M.D., David M. Bosworth, M.D., Frederick R. 
Thompson, M.D., Hudson J. Wilson Jr., M.D., and 
Tadao Ishizuka, M.D., in The Journal of Bone and 
Joint Surgery, December 1959. The survey includes 
232 patients with 239 fractures of the femur treated 
at St. Luke’s Hospital, New York, between January 
1947 and January 1957. The 80 per cent increase, 
during this period, in the number of such fractures 
treated by internal fixation is considered to indicate 
acceptance by the hospital staff of the fact that these 
severe injuries are best managed by Jewett-nail fixa- 
tion. 

The average age of the patients was 71 years, and 
a large majority were women. The usual problems 
of advanced age were noted, and in addition, three 
of the fractures were pathologically initiated. Since 
the obvious fracture at the hip may mask serious dis- 
ease, the problem should not be considered ortho- 
pedic alone, but as requiring the services of a full 
complement of the medical staff. The authors esti- 
mate that when an elderly woman sustains a trochan- 
teric fracture she has a 16.4 per cent chance of hav- 
ing another such fracture at some time in the future. 
This indicates an inherent weakness in bone struc- 
ture which, along with the fact that most of these 
injuries are sustained in falls at home, points up the 
importance of prophylactic care governing the sur- 
roundings and activities of elderly people in their 
homes. 

In this series, 229 trochanteric fractures were treat- 
ed by internal fixation; placement of the nail and 
evaluation of the reductions were guided by roent- 
genograms. Reductions were termed “good” in 93 
per cent of the cases. The time of union averaged 
4.5 months for the operative series and 6 months for 
those treated by traction. The authors concluded that 
the original placement of a one-piece Jewett nail 
largely determines the outcome of the procedure. 
Multiple drives to obtain good position are accepta- 
ble; where fixation demands a fully driven nail, the 
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possibility of its later penetration should be accepted. 
Also, a small percentage of fatigue fractures should 
be considered inevitable. 

The article is followed by a discussion by Dr. 
Carlo S. Scuderi, Chicago, reviewing his experiences 
as director of a male fracture service at the County 
Hospital. 


The medical man in gynecology: 
A responsibility, an opportunity 
and a challenge 


> Gynecologic problems that are logically and 
properly the interest and responsibility of the medi- 
cal man are emphasized by Frank P. Foster, M.D., 
in The Medical Clinics of North America, March 
1960. Although the surgical procedures involved in 
the field are amply covered, by specialist and gen- 
eralist alike, the purely medical problems receive 
less attention. The family physician is particularly 
qualified to handle such problems, which require 
mostly a close personal knowledge of family back- 
grounds, plus common sense, candor, and the ability 
to explain and reassure. 

Basic to the family doctor's gynecologic practice 
is a careful and efficient procedure for pelvic exam- 
ination, for such an examination is “no more infor- 
mative than the patient’s cooperation permits.” The 
physician’s attention is called to various practical 
considerations in establishing a technic that will 
provide adequate information while allaying fear 
and tension in the patient. 

The most common complaints brought to the 
family physician have to do with the menses and 
the menopause; dealing with such problems is 
largely a matter of common sense. Despite present- 
day education, there is still a solid background of 
myth and misunderstanding, with resulting fear and 
confusion. The physician needs above all to be able 
to explain clearly the purposes of these physical 
functions, the mechanisms, and normal variations 
from usual patterns. Prophylaxis against cancer 
should have a prominent place in the physician’s 
day-to-day practice, since his position affords him a 
special opportunity for cancer detection. The author 
suggests specific rules for the physician in his role of 
cancer detector. Infertility is another problem re- 
quiring the general knowledge and special talents 
of the family doctor, and complete details are given 
for the necessary investigative procedures. 

Dysmenorrhea, mastodynia, vaginitis, and func- 
tional menstrual abnormalities are specific disorders 
discussed at some length by this author. These and 
other problems seen in gynecology are affected by 


many features of personality, and as such they con- 
stitute a special province of the family medical man, 
who will find that much can be accomplished with- 
out elaborate equipment or exhaustive knowledge. 


Radiation myelitis 


> A warning is sounded regarding supervoltage 
therapy, in an article by John B. Dynes, M.D., and 
Magnus I. Smedal, M.D., in The American Journal 
of Roentgenology, Radium Therapy, and Nuclear 
Medicine, January 1960. The increased depth doses 
made possible by supervoltage radiation make it 
mandatory, say the authors, that the radiotherapist 
be aware of the dangers of overlap of fields and also 
of the danger inherent in giving large dosages with 
single fields. Attention must be directed to the pro- 
tection of vital structures such as the medulla, the 
eyes, and the kidneys. 

Myelitis occurring after radiation therapy for ma- 
lignant disease is relatively uncommon. The authors 
describe 10 cases seen in the 9 years since they be- 
gan using two-million-volt roentgen therapy. During 
this time about 800 patients with malignant disease 
of the head, neck, mediastinum, or lungs have been 
treated, and the cervical or dorsal cord, or both, have 
unavoidably been exposed. In the 10 cases reported, 
the symptoms of radiation myelitis were slow in ap- 
pearing, the average interval between completion of 
treatment and development of myelitis being over 23 
months. In half the cases, the myelitis advanced to 
the point of either paraplegia or quadriplegia. Of 
the 5 patients still living, 3 men are paraplegic and 2 
women have spasticity with some incapacitation. Of 
the 5 deaths, 4 could be attributed to the radiation 
myelitis; 1 resulted from recurrent carcinoma. Ex- 
cept for this last case, the patients have remained 
free of malignant disease, and it appears that super- 
voltage roentgen therapy undoubtedly prolonged 
their lives. With the expectation of longer survival 
after roentgen therapy for malignant disease, it be- 
comes especially important that vital structures be 
shielded. 

From an analysis of the clinical findings and the 
mechanisms of radiation damage, it would appear 
that the type of malignant disease has no direct bear- 
ing on the occurrence of radiation myelitis. The im- 
portant factors include the radiation dosage, rate or 
intensity of application, and shielding or failure to 
shield the cord, plus a factor of individual sensitivity 
about which little is known. 


The challenge of medical-care insurance 


> An essay on principles, philosophies, and prac- 
tices associated with medical insurance forms a 
special article by C. Marshall Lee, Jr., M.D., in The 
New England Journal of Medicine, February 18, 
1960. Dr. Lee is assistant medical director of the 
John Hancock Mutual Life Insurance Company; 
he was formerly an associate professor of surgery 
at the University of Cincinnati College of Medicine. 
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Equating voluntary medical-care insurance with 
personal freedom, Dr. Lee calls for effective joint 
leadership from the insurance industry and the 
medical profession in solving health problems that 
might otherwise become the exclusive province of 
a paternalistic government. “The horse,” he says, 
“should not be allowed to be shot in the head while 
those who share a common interest in him argue 
about the details of his appearance.” For example, 
rather than regarding the insurance company as a 
meddlesome third party, the physician should recog- 
nize it as standing with him in a common effort to 
enable free and independent citizens to afford the 
best available medical care. On the other hand, the 
insurance company needs to recognize the rights of 
physicians as individuals, rather than imposing regi- 
mentation on the profession as a whole. Together 
the two groups can combat the contemporary social 
philosophy that a man should spend what he earns 
for his pleasures rather than for what he needs. 
Where real need exists, a joint effort will assure 
adequate medical care to those who would otherwise 
suffer without it. 

From the insurance industry’s viewpoint, many 
specific problems arise from the physician’s lack of 
understanding of the workings of insurance pro- 
grams. Most medical-care contracts are written on 
a group basis; every large contract is separately 
negotiated. Requirements for one group may differ 
considerably from those for another group, so that 
there is an enormous variety of plans and benefits. 
The principles of term insurance and of measurable 
risk are highly important and should be thoroughly 
understood by the physician, who will need to know 
how his services are evaluated, as well as how to 
explain the provisions of indemnity and service plans 
to his patients. Economic pressures have led to com- 
prehensive plans that are inherently not only ex- 
pensive but highly susceptible to abuse by physi- 
cians and patients alike. Abuses arising from 
misunderstanding can only lead to more complicated 
and still more expensive insurance programs. 

From the physician’s point of view, insurance rep- 
resents a third party in a relationship that he regards 
as existing strictly between himself and his patient. 
He fears the regimentation and destruction of a 
delicate balance that has been achieved with diffi- 
culty, and his fears are as much in behalf of his 
patient as of himself. Complicating the picture is 
the traditional idea that it is improper for the doctor 
to be interested in the economic aspects of his work. 
What is needed is recognition by patients, insurance 
people, and doctors themselves, that with primary 
concern for each patient’s welfare, it is as proper for 
a doctor to care about his financial return as it is 
for anyone else. But it is difficult for anyone to assess 
the tangible and intangible values of the service he 
renders, and this constitutes a vexing problem in 
medical-care insurance. It would be an actuarial 
nightmare to try to calculate the measurable risk 
in every medical or surgical contingency and to 
schedule appropriate allowances for all of them. 
Any standarized arrangement is at best an approxi- 
mation. 
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A problem that seems to be peculiar to medical- 
care insurance is that of overlapping or multiple 
coverage. In other areas, “collecting double” in order 
to cover one’s losses and take a profit as well would 
be considered the perpetration of a fraud, punish- 
able by law. Although physicians are inclined to feel 
that this problem rests with the insurance industry 
alone, actually it requires the earnest attention of 
both the industry and the medical profession, if a 
solution is to be found. 

The author concludes that although solutions to 
such problems are not readily at hand, they cer- 
tainly will not be solved by simply pretending that 
they do not exist. The insurance industry should not 
proceed on the principle that what is good business 
is good for everybody and that doctors must be 
coerced into line. The majority of physicians are 
glad to work in good faith with anyone who joins 
with them for the benefit of their first concern—their 
patients. 


Cesarean section for fetal distress 


> The management of fetal distress during labor 
by cesarean section may aid materially in increasing 
the perinatal salvage of such infants, according to a 
report by Nathan Mintz, M.D., in the American 
Journal of Obstetrics and Gynecology, February 
1960. In a series of 55 cesarean sections performed 
for the primary indication of fetal distress, the peri- 
natal mortality rate was 7.3 per cent. Among the 
factors involved in these cases, the patient’s age, 
parity, and duration of pregnancy appeared to be 
important predisposing causes. Analysis of direct 
causes, however, showed that more than half the 
cases remained unexplained. Postmaturity or pro- 
longed pregnancy, particularly with regard to fetal 
hypoxia, must be reckoned with as an obstetric 


entity even though true postmaturity of the fetus. 


happens rarely. Routine avoidance of postmaturity 
by induction of labor at term, however, is too haz- 
ardous. Prompt recognition of fetal distress is im- 
perative; if it is marked or persistent, early delivery 
then becomes vitally important, by prompt cesarean 
section if conditions for vaginal delivery are un- 
favorable. The choice of anesthesia should be care- 
fully considered and the operation performed expe- 
ditiously. 

Discussions of the above article were contributed 
by Drs. Schuyler G. Kohl, Bernard A. G. Weisl, 
Martin Stone, D. Anthony D’Esopo, and Edward G. 
Waters. The difficulties of statistical interpretation 
and the need for a clear definition of fetal distress 
are elaborated in these remarks. 


Serious reactions to penicillin 


> The serious consequences of penicillin sensitiza- 
tion are re-emphasized by Donald C. Nilsson, M.D., 
and James C. Sisson, M.D., in Postgraduate Medi- 
cine, January 1960. The authors point out that in 
addition to the obvious sources of penicillin exposure 
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that have long been recognized, hidden sources also 
carry danger that is increasing with the increasingly 
widespread use of penicillin. 

The most serious reactions to penicillin are defined 
as anaphylactoid reaction, superinfection of serious 
degree, skin reactions such as exfoliative dermatitis, 
angioneurotic edema with involvement of the respi- 
ratory tract, and blood dyscrasia. Polyarteritis 
nodosa also should be included, although it is often 
difficult to incriminate penicillin as the etiologic 
agent. Hidden sources of exposure are: transfer of 
sensitization in utero, a common antigenic effect due 
to the presence of human mycoses, the inhalation or 
ingestion of mold spores in household articles and 
food, presence of penicillin in milk and dairy prod- 
ucts, contamination of syringes, the use of vaccine 
containing penicillin, and penicillin dust in the at- 
mosphere. In view of the rapid increase in incidence 
of serious reactions, it is apparent that the indica- 
tions for the use of penicillin warrant careful scru- 
tiny. Statistical evidence indicates that only a few 
absolute indications remain, the main indication 
being infection by hemolytic streptococci sensitive 
to the drug. 

The prevention of penicillin reactions requires 
careful evaluation of the patient’s medical history, 
skin testing for sensitivity, and most painstaking tech- 
nics of administration of the drug when it must be 
used. After penicillin is administered the patient 
should be watched carefully for at least 15 minutes; 
emergency equipment should be available. The 
authors outline measures for treating severe reac- 
tions, including drugs and hormones, and suggest 
the following general control measures: (1) A modi- 
fication of the Pure Food and Drug Act to reduce 
the contamination of milk; (2) identification cards 
to be issued to known penicillin reactors; (3) avoid- 
ance of the antibiotic in preference to desensitization 
procedures, which are hardly indicated in view of 
the extreme degree of sensitivity which may exist. 


Correlation of the myelogram with clinical 
and operative findings in lumbar 
disk lesions 


> Myelography is a valuable aid in the diagnosis 
of lumbar disk lesions and a decisive factor in bor- 
derline cases, according to a report by W. Edward 
Lansche, M.D., and Lee T. Ford, M.D., in The Jour- 
nal of Bone and Joint Surgery, American Volume, 
March 1960. The authors conclude that myelographic 
examination should routinely precede surgical oper- 
ation for lumbar disk lesions. 

To obtain a correlation between myelographic and 
operative findings, the authors analyzed 866 cases in 
which myelography had been carried out as part of 
the diagnostic study, and surgical exploration of the 
lumbar area had then been performed. It was found 
that at operation, 625 positive and 37 negative mye- 
lograms were confirmed, for an accuracy of 76.4 per 
cent. Major discrepancies were noted in 150 cases 
(17.3 per cent); relatively minor discrepancies were 
noted in 54 cases (6.2 per cent). Nine neoplastic 


growths were found at operation, only 2 of which 
had specifically been diagnosed preoperatively. The 
authors give details of their procedures for myelo- 
graphic examination and for interpretation of results, 
and summarize the purposes of such examination as 
follows: (1) To establish the exact level and type 
of intervertebral disk lesion; (2) to determine the 
possibility of multiple lesions; (3) to determine 
whether disk lesion is present when clinical evidence 
is uncertain; (4) to determine the cause of recurrent 
symptoms in patients who have had laminectomy 
previously; and (5) to rule out the possibility of a 
spine or cauda equina tumor or other abnormality 
as a cause of the low-back pain. Myelography 
should not be considered for every patient with low- 
back pain, but rather for those with a clinical diag- 
nosis of lumbar disk lesion, established by careful 
history, complete physical examination, appropriate 
laboratory studies, and complete roentgenographic 
study of the lumbosacral area, as well as by dis- 
abling symptoms that have not responded to con- 
servative treatment. In such cases, a_ negative 
myelogram should not prevent the surgeon from 
exploring the lumbar spinal cord. 

In discussing the above article, Drs. Paul P. Lips- 
comb, J. Neill Garber, and David M. Bosworth 
adduce experiences tending to confirm the authors’ 
conclusions with regard both to technics and to the 
important role of myelography. Dr. Garber empha- 
sizes the value of a negative myelogram in leading 
to further therapy, as with prostigmine bromide, 
rather than precipitate laminectomy. Dr. Bosworth 
stresses the importance of delay in operating on a 
fresh herniated disk; he also recommends that mye- 
lography be reserved for those cases in which clinical 
diagnosis is indefinite or which present difficulty in 
surgical exploration. 


The double portacaval shunt in the 
treatment of cirrhotic ascites 


> Encouraging results in the surgical treatment of 
intractable cirrhotic ascites are reported by William 
V. McDermott, Jr., M.D., in Surgery, Gynecology & 
Obstetrics, April 1960. The double-shunt procedure 
described by the author is based on the concept that 
an intrahepatic outflow block is the initiating factor 
in the complex derangement resulting in ascites, and 
that maximum decompression of both the splanchnic 
and hepatic vascular beds is essential for optimal 
correction of the disordered physiology. It seems 
clear that satisfactory decompression can reverse the 
clinical picture of the thin, wasted, chronically ill, 
ascitic patient and restore the metabolic and endo- 
crinologic pattern to normal. 

Results are reported in 12 cases which varied 
widely in degree of operative risk, but had the com- 
mon features of cirrhosis and intractable ascites; 4 
of the cases are described in detail. The combined 
hepatic and splanchnic decompression was achieved 
by double end-to-side shunts in 10 cases and by 
side-to-side portacaval shunts in 2. Two patients 
died postoperatively with hepatic decompensation; 
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in each case there was complete failure of the clot- 
ting mechanism. One patient has since died during 
an episode of cardiac decompensation which did not 
appear related to the operative procedure. In one 
case a postoperative splenoportogram demonstrated 
occlusion of the shunt—a technical failure; a spleno- 
renal shunt is to be performed. The remaining 8 
patients are living and well with no recurrence of 
ascites, no restriction of salt intake or use of diuret- 
ics, and with impressive general improvement in the 
health of all. 

Studies on portal pressure measurements, blood 
volume changes, hepatic blood flow, and urinary 
electrolyte levels are reported which bear on the 
concept of the postsinusoidal outflow block and on 
the metabolic pattern of secondary hyperaldosteron- 
ism which accompanies cirrhotic ascites. 


Birth injuries of the spinal cord 


> Although improved obstetric technics have re- 
duced the risk of birth injury to the spinal cord, such 
injuries still occur often enough that the problem 
cannot be considered of historical interest alone, 
according to a report by Harvey R. Leventhal, M.D., 
in The Journal of Pediatrics, April 1960. The author 
describes 6 recent cases, in order to delineate the 
problem for clinicians who may not have been aware 
of it. Such an injury should be suspected when the 
patient has a history of paraplegia from birth, with 
a demonstrable sensory level and respiratory distress, 
and the obstetric background of a difficult breech 
delivery. In differentiating birth injuries from dis- 
eases of the spinal cord, the most important criteria 
are the demonstration of a sensory level and the 
nonprogressiveness of the lesion. Treatment is sup- 
portive. Such children are prone to infections of 
the bladder because of urinary retention, and to 
various pneumonic processes as a result of im- 
paired respiratory function. Orthopedic procedures, 
bracing, and physiotherapy are important adjuncts 
to treatment. The value of laminectomy in acute 
transection of the cervical cord is debatable. 

Birth injuries usually occur at the cervicothoracic 
junction, as a result of force exerted on the legs 
during the delivery of the head and shoulders in a 
breech presentation. The chance of injury is in- 
creased if lateral traction is also applied. The injury 
typically is a rupture of meninges and cord; rarely 
is there danger to the bony column. 


Radiation therapy of benign conditions 


> Greater understanding of radiation hazards has 
led the radiologist to more meticulous technics, more 
conservative dosimetry, more extensive shielding, 
and more discriminating selection of patients, ac- 
cording to a report by George Cooper, Jr., M.D., in 
The American Journal of Roentgenology, Radium 
Therapy, and Nuclear Medicine, March 1960. The 
recently accentuated awareness of radiation hazards 
has led some readers to the unwarranted conclusion 
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that it is irradiation for benign conditions that 
should be condemned, rather than the physician who 
employs radiation carelessly and ignorantly. One 
should distinguish between poor radiation therapy 
and good radiation therapy, in the treatment of be- 
nign conditions as well as malignant. 

To evaluate the current status of radiation therapy 
in benign conditions, the author has reviewed the 
situation in the following selected areas: infections 
such as cellulitis, furuncles, carbuncles; tuberculous 
cervical lymphadenitis; chronic sinusitis, and chronic 
lymphoid folliculitis and hyperplasia; acute and sub- 
acute nonsuppurative thyroiditis; warts; herpes zos- 
ter; subacromial bursitis (calcification of the supra- 
spinatus tendon); tinea capitis; and benign skin 
disorders such as acne and pruritus ani and vulvae. 
The conclusion is that while advances in drug ther- 
apy have eliminated roentgen therapy in some be- 
nign conditions and sharply reduced it in others, it 
still occupies an important place in this field and in 
fact is increasing in usefulness in some conditions. 
Especially significant are the findings with regard to 
infection: Since 1940 a host of drugs and antibiotics 


has almost eliminated radiation in medical thinking. 


about infection, but now the subject is being re- 
opened in consequence of the development of resist- 
ance in organisms and sensitization in patients. Ra- 
diation can play an important part in reducing the 
necessity for antibiotic and chemotherapeutic agents 
so that these valuable materials can be reserved for 
time of urgent need. It is now established that in- 
dicated roentgen therapy for benign conditions can 
be administered without significant hazard. 


Diagnostic differentiation of coexisting 
pseudoanginal root syndrome and 
angina pectoris 


> The importance of the clinician’s ability to rec- 
ognize the various peculiar forms of angina is 
stressed by Fr. Mainzer, M.D., in American Heart 
Journal, February 1960. In this article the author is 
concerned with a comparative study of two clinical 
conditions that can cause confusion: the pseudo- 
anginal root syndrome and the anginal syndrome 
associated with and modified by spine disease 
(“vertebro-concatenated” angina). Vertebro-concat- 
enated angina is considered to mean true angina 
pectoris which, by an associated root syndrome cor- 
responding to the level of cardiac innervation, is 
modified in its manifestations as well as its reaction 
to nitroglycerin. The two concepts are illustrated by 
5 selected case histories, 1 showing the peculiarities 
of the pseudoanginal root syndrome, 1 showing ver- 


tebro-concatenated angina, and 3 illustrating the 
association of the two types in the same patient. 
Together the 5 cases illustrate every aspect of the 
four types of cardiac pain related to cervical spon- 
dylarthritis: (1) pseudoanginal root syndrome, (2) 
vertebro-concatenated angina pectoris, (3) pseudo- 
anginal root syndrome associated with common an- 
gina pectoris, and (4) pseudoanginal root syndrome 
associated with vertebro-concatenated angina pec- 
toris. The criteria of differential diagnosis are set 
forth, with special reference to “status anginosus,” 
which closely resembles myocardial infarction. 
Treatment of vertebro-concatenated angina is often 
rewarded by spectacular results if the somatic com- 
ponent is treated by extension of the spine and/or 
procaine infiltration of the pain area. Treatment of 
the cardiovascular component on conventional lines, 
however, is mostly deceptive. 


Prednisone in the relief 
of acroparaesthesiae 


> Administration of prednisone for symptomatic 
relief of acroparaesthesiae pending surgical treat- 
ment seems justifiable, according to a report by F. 
Lees, M.B., and L. A. Liversedge, M.B., in The 
Lancet, December 19, 1959. Although definitive 
treatment, in the authors’ opinion, is clearly that of 
carpal-tunnel decompression, there are advantages 
in having a means of medical treatment while await- 
ing the opportunity for an operation, or if operation 
is contraindicated or not desired by the patient, or 
in some instances when the diagnosis is in doubt. 
In the authors’ series of 17 cases, prednisone was 
initially tried in those where acroparaesthesiae 
were associated with definite arthropathy, and on 
the basis of successful results the treatment was ex- 
tended to other cases without demonstrable arthrop- 
athy. The success of the treatment in these cases 
also led to the conclusion that the most important 
factor in the production of acroparaesthesiae is the 
increase in the volume of the contents of the carpal 
tunnel. Whether lasting benefit results from a limit- 
ed course of prednisone is not yet known. In this 
series the dosage was 5 mg. three or four times 
daily, over periods of 4 to 24 weeks; in four cases 
the symptoms returned after discontinuance of ther- 
apy. Gastrointestinal side effects were encountered 
in two cases. Relief from the symptoms of pares- 
thesia was immediate and complete in most of the 
cases. It seemed likely that prednisone produced its 
beneficial effect by causing a redistribution of body 
fluid, so preventing fluid accumulation in the carpal 
area. 


BOOK REVIEWS 


> Books for review which were received during the period 
from April 5 to May 5 are listed on advertising pages A-216 
to A-218. Reviews of these books will be published as space 
permits. 


> THE PREPARATION OF MEDICAL LITERATURE. 
By Louise Montgomery Cross, M.A. Cloth. Pp. 451, with 
illustrations. Price $10.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1959. 


The “how” of better medical writing has long been 
a lively topic in THE JourNAL’s pages and among 
medical publishers in general. It is a pleasure, then, 
to note publication of a book that offers more con- 
crete help to the physician-writer than any other we 
have seen to date. This holds true whether he is a 
literary novice or an experienced writer seeking help 
in some unfamiliar phase of the craft. 

The author sets the scene by reporting results of 
a questionnaire sent to a group of journal editors, 
asking their policies on acceptance or rejection of 
papers. One question related to the types of ma- 
terial most acceptable, and the order of preference 
given was as follows: original research, either espe- 
cially or exclusively clinical; papers of interest to the 
general practitioner; case histories; and reviews, 
preferably selective and critical rather than exhaust- 
ive. Other acceptable categories in certain cases 
were historical notes, especially if related to current 
practice; notes about new instruments, equipment, 
or laboratory devices; symposia or meeting reports; 
and miscellaneous unclassified types. 


With very few exceptions, the content of the paper was a 
more important consideration than the writing. The strongest 
emphasis was on originality and scientific validity. . . . Some 
editors mentioned specific descriptions of validity: (1) all 
statements and conclusions should be adequately supported 
by scientific data; (2) studies should be well planned and 
adequately controlled; (3) all facts and statistics should be 
accurate; (4) all data should be objectively evaluated; (5) 
all studies should be of scientific or clinical value. Adequate 
documentation from the literature was not, of course, as 
strongly emphasized as scientific data, but was frequently 
mentioned as important. Familiarity with the literature on 
the subject of the paper was also either specifically mentioned 
or inferred as an important consideration. 


Typical of the attitude toward mechanical or lit- 
erary considerations is the comment of one editor: 


Poorly written, poorly organized material is usually rejected 
except in unusual instances where the facts are important 
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enough to justify thorough editing, or even rewriting, by the 
Chief Editor. Occasionally I have done this, particularly in 
manuscripts by foreigners with a poor command of English. 
In general, however, when the command of English is poor, 
the material presented is also poor. [Italics supplied.] 


At this point comes misunderstanding and con- 
sequent need for a book like this. All too often the 
doctor knows his subject well—perhaps far better 
than those responsible for accepting or rejecting 
his paper—and he has a genuine contribution to 
make to his colleagues. But he has studied medicine, 
not writing; and when his paper reaches the editorial 
office there is a vain search for the point he never 
quite made. 

The author of this book is accustomed to serving 
in the difficult spot of liaison between writer and 
publisher, and has learned well the art of making 
the needs of each intelligible to the other. Her book 
is no substitute for Fowler’s Modern English Usage 
or Webster's New International Dictionary, but be- 
yond the requirements of basic skills she leaves noth- 
ing to the imagination. All aspects of planning, 
gathering material, writing, styling, illustration, and 
editing are thoroughly discussed. 

The book would be useful either in a class in 
medical writing or as an individual reference. Al- 
most any question that might occur in the process 
of preparing a paper or book manuscript has either 
an answer or a lead in the right direction. Although 
the book is primarily written for doctors, there are 
sections that would be helpful to the medical secre- 
tary who is helping her boss with certain details on 
his paper, and other sections useful to the fledgling 
medical editor. 

In keeping with the slant of this review it is im- 
portant to mention the useful discussion designed to 
ease the emotion-charged atmosphere between edi- 
tor and writer. Too often the writer feels that his 
work has been ruined by the ruthless blue pencil; 
because he is a little unsure of himself in the field 
of writing, every comma is sacred to him. On the 
other hand, the editor, also a human being, can too 
easily alter expression because it suits his own taste 
rather than because it does not communicate what 
the author intended. These problems and others 
are discussed objectively. Sensible answers are also 
given for such bothersome but often unasked ques- 
tions as, Why did the editor substitute an alternate 
spelling for the equally correct one I had chosen? 

Why were my references completely changed 
around and renumbered? Why was the drawing on 
which my assistant spent long hours either redrawn 
or left out? A hundred such questions could be 
posed and answers found for them in this fine book. 

No author or work is infallible, but if we were to 
provide at least “shotgun therapy” for ailing medical 
writing, the prescription would most likely specify 
this book. 
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> MANUAL OF OSTEOPATHIC TECHNIQUE. By Alan 
Stoddard, M.B., B.S., D.O., D.Phys.Med.; Consultant in Phys- 
ical Medicine, Brook Hospital, London. Cloth. Pp. 275, with 
illustrations. Price 50 shillings. Hutchinson Medical Publi- 
cations, London, 1959. The Library Press, 5-6 St. Andrew’s 
Hill, London, E.C.4. 


It is not often that a book on osteopathic manipula- 
tive technic is published. Dr. Stoddard, in his excel- 
lent new book, clearly describes and beautifully 
illustrates many of the common manipulative tech- 
nics used by osteopathic physicians. At the same 
time, he emphasizes that manipulation is only part 
of the broader osteopathic or structural approach to 
the body, and that the terms “manipulation” and 
“osteopathy” are by no means synonymous. Neither 
do the terms “manipulative treatment” and “osteo- 
pathic treatment” mean the same thing. A patient 
may be manipulated as an isolated procedure, but 
osteopathic treatment is given by a practitioner when 
the approach to the patient is a mechanicostructural 
one. 

Because the art of manipulation is a very individ- 
ual and personal matter, some technics can be more 
appropriately or effectively used by some physicians 
than others, but the underlying objectives and prin- 
ciples are the same. 

The book is divided into four sections: (1) the 
principles of manipulative therapy; (2) a description 
of the osteopathic spinal lesion, its diagnosis and sig- 
nificance; (3) an atlas of technics with illustrations 
and descriptions; and (4) a section on the interverte- 
bral disks. 

In section 1, Dr. Stoddard points out that osteop- 
athy is concerned with the establishment and main- 
tenance of the normal structural integrity of the 
body. To achieve this objective, technics are em- 
ployed to (1) normalize the mobility and position of 
joints and relieve abnormal tensions in periarticular 
tissues; (2) improve the circulation and lymphatic 
drainage, and affect the soft tissues; and (3) restore 
normal body mechanics. 

Section 1 describes the principles of diagnosis, 
restoration of normal mobility, stretching of extrane- 
ous tissues, passive motion, direct and _ indirect 
thrusting technics, and so forth. 

The author emphasizes the importance of the 
physician developing a keen “tissue tension sense.” 
While the history, inspection, palpation, and testing 
of the range of active joint motion are all important, 
sensing the restrictions on passive movements is 
particularly dependent on the physician’s “tissue ten- 
sion sense.” A keen “tissue tension sense” is equally 
important in treatment and enables the operator to 
make all his movements purposeful. 

In section 2, Dr. Stoddard emphasizes impaired 
mobility as the most important clinical criterion of 
the “osteopathic spinal lesion.” Additional manifes- 
tations include pain, tenderness, swelling of the soft 
tissues, and cutaneous manifestations. Although “os- 
teopathic lesions” have in the past been classified 
according to abnormal osseous relationships, Dr. 
Stoddard considers that “positional faults are of sec- 
ondary importance and that movement restrictions 
are the vital feature of the osteopathic lesion.” 
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Therefore, he classifies lesions as restrictions in back- 
ward bending, forward bending, rotation to the right 
or left, and so forth. Palpation and mobility tests for 
the neck, cervicothoracic, thoracic, thoracolumbar, 
lumbar sacroiliac, and sacrococcygeal areas are de- 
scribed and illustrated. 

Section 3, which comprises the major portion of 
the book, consists of an atlas of manipulative tech- 
nics. In this chapter Dr. Stoddard describes soft tis- 
sue technics, articulatory technics, and specific tech- 
nics. The numerous and splendid illustrations and 
well written descriptions are effectively used to im- 
part the technical “know-how” of giving manipula- 
tive therapy. 

Section 4 is devoted to a consideration of the in- 
tervertebral disks. The indications and contraindica- 
tions for traction and other manipulative procedures 
for prolapsed and herniated disks are discussed. 

The book concludes with a brief appendix on the 
apophysial facets, normal movements of the spine, 
and the surface anatomy of the spine. 

In my opinion, this is one of the best texts on os- 
teopathic technics that has ever been published. 
Well organized and written, and beautifully illus- 
trated, it should be well received by the osteopathic 
profession, and undergraduate students should find 
it especially useful in their study of osteopathic ma- 
nipulative therapy. Harry M. Wricut, D.O. 


> CANCER OF THE SKIN. By John C. Belisario, C.B.E., 
E.D., M.D., Ch.M., D.D.M., Lecturer in Dermatology, the 
University of Sydney; Senior Honorary Physician for Dis- 
eases of the Skin and Member of the Board of Directors, 
Royal Prince Alfred Hospital, Sydney; Honorary Physician 
for Diseases of the Skin to the New South Wales Masonic 
Hospital. Cloth. Pp. 335, with illustrations. Price $10.00. 
Butterworth & Co. (Publishers) Ltd., London, 1959. 


This interesting book is written by an Australian. 
The author establishes that skin cancer is seen even 
more often in Australia (50% of cancers seen) than 
in Texas (33% of cancers seen). With such a wealth 
of material, the author has vast experience. 

The use of words spelled differently from the 
American spelling does not deter in the least the use 
of oesophagus, oedema, gramme, naevus, and mili- 
tres; merely calls to one’s attention that others may 
think the American writes a language of his own. 

The term “rodent” carcinoma is preferred by the 
author to the American term “basal-cell” carcinoma. 
The author has sound reasons for his objections; if 
the American usage were correct, basal-cell tumors 
would be more anaplastic than squamous-cell tumors. 
The breakdown of erythroplasia into two types is 
also logically explained. Borst-Jadassohn intraepi- 
dermal carcinoma is reviewed; this subject is not 
stressed in American texts. The problem of kera- 
toacanthoma is especially well discussed. Malignant 
melanoblastomas, Hutchinson’s melanotic freckle, 
and pigmented lesions are discussed, as is sarcoma 
and other reticuloendothelial tumors. The unusually 
high mortality of cancer of the skin in Australia is 
shown in tables. 

The author has a high regard for x-ray as a treat- 
ment of choice. He quotes freely the pertinent au- 


thors and tells in some detail his treatment. Unfortu- 
nately, the time-dose sequence is only implied and 
not stressed. His regard and reasoning of back ‘scat- 
ter is not the acceptable standard of Americans, but 
his treatment is. Radium and radon are reviewed, 
but the author does not stress their use. The author's 
favorite treatment of early malignancy is curette, 
cautery, and podophyllin. He is also interested in 
the podophyllin-like effect of vitamin K powder. 
The book concludes with thirty-five pages of bibliog- 
raphy and references. It also has an appendix sum- 
marizing recent literature. 

The book is well and interestingly written. It is 
recommended and should be available to physicians 
in hospital libraries, colleges, and to students of 
dermatology. A. P. Uxsricn, D.O. 


>» A SYNOPSIS OF ANESTHESIA. By J. Alfred Lee, 
M.R.C.S., L.R.C.P., M.M.S.A., F.F.A.R.C.S., D.A., Senior 
Consultant in Anesthesia to the Southend-on-Sea Hospital, etc. 
Ed. 4. Cloth. Pp. 616, with illustrations. Price $6.50. The 
Williams & Wilkins Company, Mount Royal & Guilford Ave- 
nues, Baltimore 2, 1959. 


This small book by an English authority is just about 
ideal for a handy review, for a quick, authoritative 
refresher, and for preparing residents for examina- 
tions. 

As an indication of the expansion that has occurred 
in the specialty field of anesthesiology since 1947, 
the reviewer has a copy of the first edition of this 
book which contains 354 pages, whereas this fourth 
edition comprises 616 pages. 

An interesting feature, and no doubt designed to 
have the reader consult the original reference, is the 
addition of all quoted references at the bottom of 
the page involved. Also commendable is the use of 
the now standardized universal pulmonary volume 
nomenclature. 

The book is divided into 33 chapters, beginning 
with a chapter of historical notes and ending with a 
small chapter paragraph on the postoperative recov- 
ery room. The print is small but this is no deterrent 
to facile reading; this perhaps minor objection is 
more than compensated for by the multitude of 
knowledgeable, usable everyday facts. 

British terminology and technics should provide 
no handicap to the student and practicing anesthesi- 
ologist. A. A. Goupen, D.O. 


> GYNECOLOGIC RADIOGRAPHY. By Jean Dalsace, 
M.D., Chief of Sterility Service, Broca Hospital, University 
of Paris, Paris; and J. Garcia-Caldéron, M.D., Radiologist, 
University of Paris School of Medicine, Paris. With a chap- 
ter on Radiography of the Breast, by Charles M. Gros, M.D., 
and Robert Sigrist, M.D.; Foreword by I. C. Rubin, M.D.; 
Translated by Hans Lehfeldt, M.D. Cloth. Pp. 188, with 
illustrations. Price $8.00. Paul B. Hoeber, 49 East 33rd 
Street, New York 16, 1959. 


This text represents a fine piece of work by two 
French physicians whose experience in this field has 
been vast. 
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It has been known for some time that Europeans 
have used uterosalpingography more extensively 
than we have here in the United States. At the re- 
viewer's hospital, its use is mainly for determining 
tubal patency, although other disorders are often en- 
countered at the same time. In Europe, however, 
and particularly in France uterosalpingography is 
used for the diagnosis of cervical and uterine tumors, 
endometriosis, congenital anomalies, and so forth. 
Uterine curettage is frowned upon by these authors 
because of the danger of perforation of the uterus, 
especially in the presence of malignant change, 
which would render the uterine walls friable. 

The chapter on radiography of the breast is of in- 
terest and shows what can be done when proper 
technics are employed. As the authors point out, the 
interpretation of such films is difficult and the tech- 
nic intricate and tedious. Epwarp P. SMa.L, D.O. 


» PRINCIPLES OF PATHOLOGY. By Howard C. Hopps, 
M.D., Professor and Chairman, Department of Pathology, 
The University of Texas—Medical Branch, Galveston, Texas. 
Cloth. Pp. 301, with illustrations. Price $6.95. Appleton- 
Century-Crofts, 35 West 32nd Street, New York 1, 1959. 


This book is exactly what its title implies: a book of 
basic principles of pathology, which is not so much 
directed at specific individual diseases as at the prin- 
ciples of bodily reaction to various injurious mech- 
anisms. The illustrations are semidiagrammatic and 
are intended to give the reader a graphic impression 
of the text material. This is an excellent book for an 


introductory course in pathology. 
GerorcE E. Hmes, D.O. 


® PHYSICAL DYNAMICS OF CHARACTER STRUC- 
TURE. Bodily Form and Movement in Analytic Therapy. 
By Alexander Lowen, M.D. Executive Director, Institute for 
Bioenergetic Analysis, New York. Cloth. Pp. 358, with illus- 
trations. Price $7.75. Grune & Stratton, 381 Fourth Avenue, 
New York 16, 1958. 


The search for the new and the practical in the 
medical sciences is never-ending; this is as true in 
psychiatry as in other specialties. In this book Dr. 
Lowen brings to the practicing physician something 
that fits both these categories. It is particularly in- 
teresting to the osteopathic theorist, who could easily 
find an application of the physical to the under- 
standing of the mental. It will be enlightening to 
many osteopathic physicians to read the analyses and 
descriptions of the various types outlined in the 
book, and to see here a different or expanded inter- 
pretation for the tensions detected on examination. 
It will be of interest as a means of detecting psycho- 
dynamic processes at work. 

The book is a development of the work of Wilhelm 
Reich—with some modifications by the author. 


The one man primarily responsible for enlarging and extend- 
ing the scope of the analytic technique to include the physical 
expression and activity of the patient was Wilhelm Reich. 
Much as one may disagree with Reich’s later work, this de- 
velopment constitutes one of the major contributions to psy- 
chiatry. . . . On the other hand, bioenergetic therapy is inde- 
pendent of Reich and his followers and differs from Reich’s 
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theories and techniques in many important aspects—some of 
which are set forth in this book. 


This subject is presented by a discussion of prin- 
ciples and their development in the first eight chap- 
ters, and then there follows a discussion in some de- 
tail of the different character types. These are: the 
oral character, the masochistic character, the hys- 
terical character, the phallic-narcissistic character, 
the passive-feminine character, the schizophrenic 
character, and the schizoid character. The author 
presents these subdivisions in an interesting manner. 
For example, in discussing the oral character, he 
says: 


The legs are never experienced as stable supports of the 
body. The feeling of weakness in the legs can be shown to 
be based upon a true perception of their function. The legs 
tire rapidly in positions of tension. Control of their move- 
ments is poor and coordination is inadequate. The oral char- 
acter tends to compensate the weakness of the legs by lock- 
ing the knees when standing. This gives the leg a feeling 
of rigidity which is achieved at the expense of flexibility. The 
feet are weak and not infrequently the arches are collapsed. 
The specific quality which characterizes the structure of the 
oral character may be described as “disjointed.” 


This is a book that will make fascinating reading 
for the inquiring doctor, and it should stimulate 


much thinking. 
Tuomas J. Meyers, Ph.D., D.O. 


> SYNOPSIS OF GYNECOLOGY. By Robert James Cros- 
sen, M.D., Associate Professor of Clinical Gynecology and 
Obstetrics, Washington University School of Medicine, St. 
Louis, Mo.; formerly Associate Gynecologist and Obstetrician 
to Barnes Hospital and St. Louis Maternity Hospital and 
Gynecologist to St. Luke’s Hospital, St. Louis, Mo.; Founding 
Fellow of the American College of Obstetricians and Gyne- 
cologists; Fellow of the American College of Obstetricians and 
Gynecologists; Fellow of the American College of Surgeons 
and the Central Association of Obstetricians and Gynecolo- 
gists; Member of the American Radium Society and the 
American Society for the Study of Sterility; Daniel Winston 
Beacham, M.D., Assistant Professor of Clinical Obstetrics and 
Gynecology, Tulane University School of Medicine, New Or- 
leans, La.; Senior Visiting Surgeon, Charity Hospital of 
Louisiana at New Orleans; Obstetrician and Gynecologist, 
Southern Baptist Hospital and Hotel Dieu Hospital, New Or- 
leans, La.; Fellow of the American College of Obstetricians 
and Gynecologists and American College of Surgeons; Mem- 
ber of the Central Association of Obstetricians and Gynecol- 
ogists; and Woodard Davis Beacham, M.D., Professor of 
Clinical Obstetrics and Gynecology, Tulane University School 
of Medicine, New Orleans, La., Senior Visiting Surgeon, 
Charity Hospital of Louisiana at New Orleans; Obstetrician 
and Gynecologist, Southern Baptist Hospital and Hotel Dieu 
Hospital, New Orleans, La.; First President of the American 
College of Obstetricians and Gynecologists; Fellow of the 
American Gynecological Society, the American College of 
Surgeons, and the American Association of Obstetricians and 
Gynecologists; Member of the Central Association of Obstetri- 
cians and Gynecologists. Ed. 5. Cloth. Pp. 340, with illus- 
trations. Price $6.50. The C. V. Mosby Company, 3207 
Washington Boulevard, St. Louis 3, 1959. 


This synopsis, the former editions of which were 
based on a text by Dr. Crossen entitled Diseases of 
Women, deviates considerably from this practice and 
has Dr. Daniel W. Beacham and Dr. Woodard D. 
Beacham as coauthors. The advantage of their 
knowledge and skill gives this edition a fresh point 
of view. 
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New chapters have been added, including one on 
endometriosis and one on pregnancy complications. 
The chapter on diseases of the vagina now includes 
cystocele, rectocele, enterocele, and fistulas; the one 
on benign lesions of the uterus includes lesions of 
the cervix as well as those of the corpus. Such new 
information as data on chromosomal and hormonal 
factors in intersexuality, the use of adrenal corticoids 
in the treatment of pelvic infections, and current 
opinion on the management of uterine displacement 
and prolapse has been incorporated into appropriate 
chapters. 

To those who need the knowledge of gynecology 
in a general way and follow distant branches of the 
profession, this synopsis will be helpful inasmuch as 
it covers general principles and salient features; the 
gynecologist may wish to have a copy for frequent 
reference. 


> SYMPOSIUM ON GLAUCOMA. Edited by William B. 
Clark, M.D., F.A.C.S., Diplomate, American Board of Oph- 
thalmology; Professor of Clinical Ophthalmology, Tulane 
Univerity School of Medicine, New Orleans, La.; Chairman, 
Advisory Council on Ophthalmology, American College of 
Surgeons; Member, American Ophthalmological Society; 
Member, American Academy of Ophthalmology and Oto- 
laryngology. Cloth. Pp. 314, with illustrations.- Price $13.50. 
The C. V. Mosby Company, 3207 Washington Boulevard, St. 
Louis 3, 1959. 


The proceedings of the Sixth Annual Session of the 
New Orleans Academy of Ophthalmology are re- 
corded in this book which treats the histology, pa- 
thology, anatomy, biochemistry, diagnosis, and treat- 
ment of glaucoma. The contributors, outstanding 
researchists and teachers, cover the latest concepts of 
the disease and the most modern technics of its man- 
agement. 

The round-table discussions which conclude this 
volume as they capped each day’s session, bring the 
experience and theories of the participants to focus 
on the everyday problems which glaucoma presents 
to the practicing ophthalmologist. 

The ophthalmologist who keeps abreast on ad- 
vances in his field will want this book on his shelf. 


> CLINICAL ORTHOPAEDICS. Number Fourteen, Sum- 
mer, 1959. Edited by Anthony F. DePalma. Cloth. Pp. 193, 
with illustrations. Price $7.50. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1959. 


Produced under the auspices of the Association of 
Bone and Joint Surgeons, this series of volumes in 
symposium form contains up-to-date articles written 
and edited by outstanding men in the field. 
Publication Number Fourteen is divided into three 
sections with twelve monographs on the latest tech- 
nics and most recent advances in the field of ortho- 
paedic surgery in infancy and childhood. These 
include the significance of growth in orthopaedic sur- 
gery, congenital absence of the fibula, management 
of the juvenile amputee, the present trend in treat- 
ment of osteogenic sarcoma, cerebral palsy, osteo- 
myelitis since the advent of antibiotics, and the role 


of the orthopaedic surgeon in a crippled children’s 
program. 

Section II is devoted to surgical endeavors in 
arthritis, pathogenesis of lumbar disk lesions, pain- 
ful coccyx, the technic for an operation for the cor- 
rection of metatarsus primus varus, and parosteal 
osteogenic sarcoma. 

This triannual publication, offered on a subscrip- 
tion basis, offers ample descriptive material and ref- 
erences and is profusely illustrated with excellent 
drawings and photographs. 


> ANATOMY. Regional and Applied. By R. J. Last, M.B., 
B.S. (Adel.), F.R.C.S. Professor of Applied Anatomy, Royal 
College of Surgeons of England; Examiner in Anatomy for 
the Primary Fellowship Examination of the College; Past 
Examiner in Anatomy for the Licence in Dental Surgery and 
for the Fellowship in Dental Surgery of the College; Super- 
intendent of Dissections and past Examiner in Anatomy to 
the Examining Board in England; Examiner in Anatomy to 
the London Foot Hospital. Ed. 2. Cloth. Pp. 741, with il- 
lustrations. Price $15.00. Little, Brown and Company, 34 
Beacon Street, Boston, 1959. 


This second edition enlarged by 74 pages is more 
useful in that it has many more illustrations than did 
the first. These added illustrations are for the benefit 
of those students where proper facilities are not 
available, but every effort should be made to become 
familiar with topographical details by the study of 
prepared dissections. 

The scope of this book is not encyclopedic. It in- 
cludes those parts of human anatomy which should 
occupy a place in the knowledge and in the under- 
standing of the student or the general clinician. 
Emphasis is placed on general principles. Applica- 
tion to medicine and surgery of the knowledge 
gained is made—hence the term “applied” is used 
in the title. 


>» PHYSIOLOGY OF THE EYE. Clinical Application. By 
Francis Heed Adler, M.A., M.D., F.A.C.S., William F. Nor- 
ris and George E. de Schweinitz Professor of Ophthalmology, 
University of Pennsylvania School of Medicine; Consulting 
Surgeon, Wills Hospital, Philadelphia. Ed. 3. Cloth. Pp. 
790, with illustrations. Price $16.00. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 3, Missouri, 
1959. 


When an author undertakes a revision of his book, 
especially the third edition, he usually does so be- 
cause of advances in knowledge. However, in this in- 
stance the author feels that the recent research data 
available also offers some setbacks. He states: 


In some fields, as aqueous humor dynamics and corneal trans- 
parency, for example, the reports from many excellent lab- 
oratories are conflicting. We cannot now be as positive in 
our thinking as we were. The new material in our literature 
should be incorporated in an up-to-date text, but there is no 
certainty that any hypothesis based on these new facts will 
long survive. The changes are now getting too rapid for the 
ticker tape to adequately follow, and what is happening in 
the markets of research often appears conflicting and con- 
fused—one wonders whether to buy or sell. 


Dr. Adler has attempted to solve the dilemma by 
judicious selection which can be interpreted as either 
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wise counsel or personal bias. This necessitated re- 
writing most of the chapters but at the same time 
presenting the recent findings of the physiology of 
the eye gleaned from both clinical journals and those 
devoted to the basic sciences. 

Unlike many medical textbooks, this one is writ- 
ten in an easy and uncomplicated style, giving the 
student and the practicing ophthalmologist the bene- 
fit of easy words for long retention and voluminous 
reading. 


> BIOPSY MANUAL. By James D. Hardy, M.D., Professor 
and Chairman of the Department of Surgery, University of 
Mississippi School of Medicine; James C. Griffin, Jr., M.D., 
Assistant Instructor in Surgery, Administrative Chief Resident 
in Surgery, National Cancer Institute Trainee, University of 
Mississippi School of Medicine; and Jorge A. Rodriguez, 
M.D., Assistant Professor of Surgical Anatomy, The Depart- 
ment of Surgery, University of Mississippi School of Medi- 
cine. Cloth. Pp. 150, with illustrations. Price $6.50. W. B. 
oo" Company, West Washington Square, Philadelphia 
, 1959. 


The taking of the biopsy is commonly considered a 
minor procedure but all too often this procedure 
affords disappointing if not tragic results through 
the inadequate biopsy, the mislabeled specimen or 
the incorrectly preserved specimen. The biopsy con- 
stitutes a basic step in the diagnosis and treatment 
of many diseases and is indispensable in the manage- 
ment of tumors. 

This book describes indications, technics, precau- 
tions, and potential errors and complications that 
may occur in connection with biopsies in general and 
with biopsies involving specific regions of the body. 
The authors do not give a variety of technics but 
rather adhere to those they have found most satis- 
factory. 

The first few chapters deal with uses, types, com- 
plications, common errors, and management of local 
and topical anesthesia along with information re- 
garding fixative solutions and instruments commonly 
used. This is followed by the technic of taking a 
biopsy specimen from different organs, from the 
head downward. 

This book should be valuable in daily patient care 
and of special interest and genuine assistance to sur- 
gical trainees and medical students. 


® A TEXTBOOK OF GYNECOLOGY. By Laman A. Gray, 
M.D., F.A.C.S., F.A.C.O.G., Associate Professor of Obstetrics 
and Gynecology, University of Louisville Medical School, 
Louisville, Kentucky. Cloth. Pp. 470, with illustrations. Price 
$15.50. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. ; 


In this book basic pathology is stressed and theories 
are touched upon, but facts as known today pre- 
dominate. It may serve as an outline for the teacher to 
elaborate. It is also intended to interest the practic- 
ing physician who has never ceased being a student. 

Certain operative technics are described briefly, 
because even the general practitioner and internist 
may be interested in methods used today. The func- 
tion, diagnosis, and treatment of the numerous and 
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variable gynecologic malignancies make up a fas- 
cinating and complicated area of grave importance. 
The extraordinary effects of the hormones on the 
genital tissues cause obvious gross changes and nu- 
merous delicate variations in function. In recent 
years, the effects of emotions and personality factors 
have been recognized as tremendously important in 
genital function. The varying stimulation by the 
emotions of the autonomic nervous system, the vas- 
cular system in the pelvis, and finally the endocrine 
system may cause major disability. 

This treatise aims to aid physicians in their under- 
standing of the large number of diseases of women— 
the dramatic hormone relations, devastating cancers, 
and emotional upheavals. 


>» NEWER VIRUS DISEASES. Clinical Differentiation of 
Acute Respiratory Infections. By John M. Adams, M.D., 
Ph.D., Professor and Chairman, Department of Pediatrics, 
School of Medicine, University of California at Los Angeles. 
Cloth. Pp. 292, with illustrations. Price $5.75. The Mac- 
millian Company, 60 Fifth Avenue, New York 11, 1960. 


This book is devoted to informing the practicing 
physician of the epidemiologic and clinical features 
of the various influenzalike diseases, with emphasis 
on etiologic diagnosis, rather than anatomic, as a 
basis for wise therapy. 

Influenza, the prototype respiratory disease of 
viral origin, is dealt with in considerable detail. Also 
discussed are the new myxoviruses, the para-influ- 
enza viruses. The new adenovirus infections are pre- 
sented in detail, and a separate chapter is devoted to 
diseases caused by the newly named enteroviruses. 
Several chapters deal with entities such as infectious 
mononucleosis, Q fever, and psittacosis; and empha- 
sis is given to group A beta hemolytic streptococcus 
as the major cause of primary pharyngitis due to 
bacteria. A section is included on pneumonia as a 
cause of sudden unexpected death in infants. A 
chapter has been devoted to the common cold as a 
possible entity, even though it is recognized that 
every disease under discussion in this book at some 
time in its development may mimic the symptoms 
and signs of what people call “colds.” 

The rapid advancement of knowledge makes it 
almost imperative that the physician no longer be 
content to diagnose these ubiquitous so-called minor 
diseases of man as “tonsillitis,” “the flu,” or “the virus 
that is going around.” This book will help toward 
the intelligent management and accurate diagnosis 
of his patient’s illnesses. 


> BIOCHEMISTRY OF BLOOD IN HEALTH AND DIS- 
EASE. I. Newton Kugelmass, M.D., Ph.D., Sc.D., Consultant 
to the Departments of Health and Hospitals, New York City; 
Consultant Pediatrician to the Heckscher Institute for Child 
Health, New York City; Manhattan General Hospital, New 
York City; Northwoods Sanatorium, Saranac, N.Y.; Monmouth 
Memorial Hospital, Long Branch; Muhlenberg Hospital, 
Plainfield; Lynn Memorial Hospital, Sussex, N.J.; formerly, 
Exchange Scholar in Physical Chemistry from Johns Hopkins 
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University; Instructor in Chemistry, Columbia University; 
Professor of Chemistry, Howard College; Pediatric Research 
Associate, Yale University Medical School; Director of Pedi- 
atric Research, Fifth Avenue Hospital; Director, Hecksher 
Institute for Child Health, New York City. Cloth. Pp. 543, 
with illustrations. Price $15.75. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1959. 


The purpose of this monograph, which grew out of 
the author’s studies of blood-clotting mechanisms, is 
to present the newer knowledge of human blood in 
health and disease in the light of chemical research, 
clinical experience, and medical necessity. 

Part I reveals the role of blood as a transport sys- 
tem which is interpreted for proteins, nitrogen com- 
pounds, carbohydrates, and lipids carried to all body 
tissues in a modifiable medium of exchange between 
the external and internal environments. 

Part II discusses the role of blood as a regulatory 
system which is interpreted for minerals, vitamins, 
enzymes, and hormones in terms of special mech- 
anisms involved in the maintenance of the relatively 
constant internal milieu. 

Part III unravels the role of blood as a defense 
system which is interpreted in terms of hemoglobin 
for ensuring tissue respiration, albumin for maintain- 
ing circulating blood volume, white cells for arrest- 
ing bacterial invasion, immune bodies for initiating 
recovery, anticoagulant substances for ensuring 
blood fluidity, and clotting components for arresting 
hemorrhage. 

This clear, concise, and comprehensive presenta- 
tion of the chemistry of blood reduces a generation 
of world literature to reasonable compass. Those 
who desire further knowledge in this field will find 
this book and its volume of references phenomenal. 


> MOLOY’S EVALUATION OF THE PELVIS IN OB- 
STETRICS. By Charles M. Steer, M.D., Med.Sc.D., F.A.C.S., 
F.A.C.O.G., Associate Professor of Clinical Obstetrics and 
Gynecology, College of Physicians and Surgeons, Columbia 
University, and the Sloane Hospital for Women. Edition 2. 
Cloth. Pp. 131, with illustrations. Price $4.00. W. B. Saun- 
ders Company, West Washington Square, Philadelphia, 1959. 


Many osteopathic physicians are no doubt familiar 
with the first edition published in 1951 by Howard 
C. Moloy, M.D. Since that time further studies de- 
voted to the recognition of disproportion of the 
pelvis in obstetrics have been carried out. These 
were begun by Dr. Moloy and the present author, 
and were completed by the present author after Dr. 
Moloy’s untimely death. 

The various types of pelves are described, and 
their effect upon the mechanism of labor is dis- 
cussed. Measurement of the space available in the 
pelvis is described, and the outcome of labor in vary- 
ing degrees of disproportion is detailed. 

This book is not designed to replace standard text- 
books of obstetrics. It is intended to prepare the 
operator so that the proper method of delivery may 
be chosen in the individual case. Its careful study 
should prove rewarding to the student, and to 
younger doctors who carry on an obstetrical practice. 
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mula with true milk flavor and color — 
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a penny or two more (in some cases less) 
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dura-tab s.m. 


exclusive oral 
Sustained Medication* 
Quinidine Gluconate (5 gr.) 
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q. 12 h. dosage 

QUINAGLUTE DURA-TAB S.M. tablets 
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around the clock, day and night. 


| better tolerated 
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no let-down in plasma levels where 
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1. Bellet, S., Finkelstein, D., and Gilmore, H.: 
A.M.A. Archives Int. Med. 100:750, 1957. 


. Bellet, S.: Amer. Heart J. 56:479, 1958. 
. Finkelstein, D.: Penn. Med. J. 61:1216, 1958. 
. Bellet, S.: Amer. J. Cardiology 4:268, 1959. 


Samples and literature — write... 


WYNN 
CORPORATION 

Lancaster Ave. at 51st Street, Philadelphia 31, Pa. 

Also available: INJECTABLE QUINAGLUTE 


10 cc. Vials, 0.08 Gm. Quinidine Gluconate per cc. 
*U.S. Patent 2895881 
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AN IMPORTANT STATEMENT ON 
BACTERIAL SENSITIVITY TESTING 
WITH THE NITROFURANS 


The individual nitrofurans — ALTAFUR, FURADANTIN, 
FuRoxoNnE, Furacin—are not interchangeable either in 
clinical application or in susceptibility testing. Although 
chemically related, these compounds differ to a highly 
significant degree in their range of antibacterial activity 
as well as in solubility, diffusion rate, and other physical 
characteristics. For this reason, SENsI-Discs* containing 
each of these nitrofurans are provided for appropriate 
disc plate testing. Results are valid only for the compound 


tested. Cross-interpretation will lead to erroneous con- 


clusions. 
Nitrofuran Antibacterial Spectrum Clinical Application For Disc Plate 
Test Use 
ALTAFUR® Wide. Particularly Systemic infections, ALTAFUR 
(brand of furaltadone) effective against including those of the Senst-Discs* 
staphylococci, including respiratory tract and 
antibiotic-resistant soft tissue. (Rapidly 
strains. absorbed, low urinary 
excretion.) 
FurADANTIN® Wide. Highly active Urinary tract infections. FURADANTIN 
(brand of nitrofurantoin) against urinary tract (Rapidly absorbed, high SENst-Discs* 
pathogens. urinary excretion.) 
Furoxone® Wide. Especially Enteric infections. Furoxone 
(brand of furazolidone) effective against (Minimal systemic Senst-Discs* 
enteric pathogens. absorption.) 
Furacin® Wide. Encompasses Used topically only. FuRACIN 
Senst-Discs* 


(brand of nitrofurazone) 


most surface pathogens. 


*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 


NITROFURANS—a unique class of antimicrobials 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


EATON LABORATORIES, NORWICH, NEW YORK 
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improve coronary 
blood flow with 
no significant change 
in blood pressure 
or pulse rate 
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In angina pectoris, the 


gradual, prolonged action of 


Peritrate avoids significant 


drop in blood pressure, in- 


crease in pulse rate, and typical 


nitrate headache. Peritrate re- 


duces frequency and severity 


of anginal attacks in 4 out of 5 


patients, increases exercise 


tolerance, reduces nitroelye- 


erin dependence, improves 


ECG findings. 


In postcoronary man- 
agement, eradual, prolonged 


action helps establish and sus- 


tain collateral circulation 


safely, to reduce the extent of 


myocardial damage, support 


natural healing and re pair, basic in coronary artery disease 


and minimize any ensuing an- 


Peritrate’ 


brand of pentaerythritol tetranitrate 


MORRIS PLAINS, N.J. 


NEW form available: 
Peritrate with Phenobarbital Sustained Action. 
1 tablet on arising and 1 tablet 12 hours later. 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


4 
are 
inal attacks 
final attacks. 
pom = 
} 
{ 
{ 
| 
A 
{ 
| 
. 


when your allergic 
patient is waist- 
deep in pollen 


With POLARAMINE, ex- 
tremely low doses are highly 
effective in the relief of hay 
fever. Congestion of nose 
and throat tissues is relieved 
... pruritus mitigated ... nasal 
passages become clear—all with 
low doses of POLARAMINE. 
Similarly, with POLARAMINE, you 
can also control the signs and symptoms 
of nonseasonal allergies, allergic dermatoses, 
® 


POLARAMINE® MALEATE, BRAND OF DEXCHLORPHENIRAMINE MALEATE. REPETABS,® REPEAT ACTION TABLETS. 


~ 


~ 


“A LAG 


i 


a 


Repetab 


allergic complications of respiratory illness, and 
drug and serum reactions. 

When an allergen—whether from grasses, rag- 
weed, other fall weeds, or any other substance— 
provokes an allergic reaction in the sensitive 
patient, histamine is liberated. POLARAMINE 
REPETABS (or any form of POLARAMINE) con- 
trol a patient’s allergic reactions by blocking 
the access of histamine to receptor sites . . . and 
do this at lower dosages than those necessary 
with other antihistamines. 

POLARAMINE REPETABS (4 mg. and 6 mg. 
dosage forms for your patients’ convenience) 
and POLARAMINE Tablets (2 mg.) are unex- 
celled in effectiveness and safety. 

Their rapidity of action is also noteworthy. 
For example, Babcock and Packard report in 


a recent study of 100 allergic patients that 
POLARAMINE REPETABS were “... especially 
effective in patients who presented sudden, 
acute allergy symptoms.”* 

Remember also that POLARAMINE Syrup is a 
great help in treating the young allergic patient 
or the patient who prefers liquid medication. 
ReEPETABS, 6 mg. and 4 mg.—One REPETAB in the morning 
and one RePeTAs in the evening. Tablets, 2 mg.—One t.i.d. 
or q.i.d.; children under 12, one-half tablet t.i.d. or q.i.d.;. 
infants, one-quarter tablet t.i.d. or q.i.d. Syrup, 2 mg. per 
5 cc.—adults, one teaspoonful t.i.d. or q.i.d.; children under 
12, one-half teaspoonful t.i.d. or q.i.d.; infants, one-quarter 
teaspoonful t.i.d. or q.i.d. 

Supply: POLARAMINE Repetass, 6 mg., bottles of 100 and 
1000 ; 4 mg., bottles of 100 and 1000. Tablets, 2 mg., bottles 
of 100 and 1000. Syrup, 2 mg. per 5 cc., 16 oz. bottles. 

*Babcock, G., Jr., and Packard, L. A.: Clin. Med. 6 :985 
(June) 1959. 


EN-1461 


; 
= 


while they are planning 
their family 


they need your help 


more than ever the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 


Ortho ~~ 
| 
4,” 
Ortho-Gynol. 


SPRAIN, 
STRAIN, 
LOW 
BACK PAIN 


can resist the rapid 
relaxant relief of 


ae ™ RELA—SCHERING’S MYOGESI 
[- iA RELAXES MUSCLE TENSION¥ 
FOR MORE ADEPT MANAGEMENT 
= OF BOTH SPASM AND ITS PAIN 


CARISOPRODOL 


Rela is most useful in the areas where narcotic analgesics are unwarranted 
and where salicylates are inadequate. Its muscle-relaxant properties are 
dependable yet significantly free of the limitations or problems often asso- 
ciated with other relaxants. 
Rela relaxes acute muscle spasm. Relief of muscle spasm (excellent to good 
effectiveness in the majority of patients).’ 

Rela provides persistent pain relief through its relaxant and analgesic actions. 


“Relief from pain was usually rapid and sometimes dramatic.”? 


Rela provides comfort free of spasm and pain.“ A number of patients reported ‘ 
freedom from insomnia which they attributed to freedom from pain.” 
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CLINICAL REMISSION 
ARTHRITIC 


In disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decapron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one ycar ago. Blood 
and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘‘chronic’’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator’s report to Merck Sharp & Dohme, 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


M60) MERCK SHARP & DOHME + Division of Merck & Co., INc., West Point, Pa. 
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off to a good day—constipation relieved 


Pleasant-tasting Agoral is the laxative virtually tailor-made for busy people. 
Taken at bedtime, Agoral works effectively and gently overnight, without 
disturbing sleep, to produce a normal bowel movement the next morning- 
before the day’s activities begin. 


MORRIS PLAINS, WN.J. 


agoral 


AG-MSo2 the gentle laxative 
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Patients are happier when doctors choose Fleet’ Enema 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes—even for 


with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 414 fl.oz. of pre- 
cisely formulated, standardized solution.' 


patients on sodium-restricted regimens.2 Systemic 
absorption is negligible. 


4 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in ® 
4¥/-floz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
R 


Retention Enema, 4%4-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. EADY-TO-USE SQUEEZE BOTTLE 


1. Rosenfield, H. H., et al.: Obst. & Gynec. 11:222, 1958. 2. Hellman, L. D.: To be published. c. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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anorectal comfort in minutes _ For full symptomatic control 
in hemorrhoids, proctitis and pruritus ani start treatment with 2 Anusol-HC 


suppositories daily for 3 to 6 days to eliminate all inflammatory symptoms 


rapidly and safely. Then maintain lasting comfort with 1 regular Anusol 


suppository morning and evening and after each bowel movement. Neither 
product contains analgesics or narcotics, will not mask serious rectal pathology. 


anusol 


hemorrhoidal suppositories and unguent 


anusol-HC 


dependable Anusol w/ hydrocortisone 


MORRIS PLAING, 


| 
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AN-MSO2 
™ 


Annual 


KANSAS CITY, 


YEARS PROGRESS 


| 
J 
| 
| 
| 
| mag 


asthmatic...but symptom-free Prophylactic use 
of Tedral helps your bronchial asthma patients breathe normally —live 
actively —avoid the fear and embarrassment of disabling attacks. 1 or 2 
Tedral tablets q.4.h. provide up to 4 hours’ freedom from congestion. and 
constriction. Or therapeutically, when stress brings symptomatic flare- a 
prescribe 1 Tedral tablet at the first sign of attack. 


 TEDRAL 
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Demethyichiortetracycline Lederie 


antibiotic 


toleration 


reduction in incidence and/or sever- 
ity of gastrointestinal side effects 
may be attributed to the far lower 
DECLOMYCIN s milligram intake 
(per capsule andperday) 


1. Finland, M.; Hirsch, H. A., and Kunin, C. M.: Ob- 
servations on Demethyichlortetracycline. Presented 
at Seventh Annual Antibiotics Symposium, Washing- 
ton, D. C., November 5, 1959. 2. Hirsch, H. A.; 

Kunin, C. M., and Finland, M.: Demethyichiortetra- 
cycline— —A New and More Stable Tetracycline Anti- 
biotic That Yields Greater and More Sustained Anti- 
bacterial Activity. Miinchen. med. Wchnschr. To be 
published. 3. Lichter, E. A., and Sebel, S.: The Dis- 
tribution of Oral Demethylchlortetracycline in 
Healthy Volunteers and in Patients Under Treat- 
ment for Various Infections. To be published. 
150 mg.—Pediatric Drops, 60 mg./cc.— 
New Syrup, cherry-flavored, 75 mg./5 cc. ny ,in 
2 fl. oz. bottle—3-6 mg. per Ib. daily in four’ di- 
vided doses. 


GREATER ACTIVITY... FAR LESS ANTIBIOTIC...UNRELENTING-PEAK CONTROL...“EXTRA-DAY” PROTECTION AGAINST RELAPSE 
@@® LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Free of barbiturate “hangover” after a night of deep, refreshing sleep... this is the promise of 
Noludar 300. One capsule at bedtime lulls your patient into undisturbed sleep for as long as 
6 or 8 hours... without risk of habituation, without toxicity or side effects. Try Noludar 300 
for your next patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon $00-mg capsules 


j ROCHE LABORATORIES »* Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


we 


A PIONEER IN VITAMIN RESEARCH 


Sharp Dohme 


REDIPLETE. ADC DROPS 


Each 0.6 cc. supplies 
H the following 

Minimum Daily 
Requirements (MDR): 
| Each 0.6 cc. contains: infants Children 
| Vitamin A 1.5 mg...(5,000 U.S.P. units)......3.3 MDR......1.7 MDR 


(Synthetic) 
Vitamin D 25 mcg...(1, = P. units)......2.5 MDR......2.5 MDR 
Vitamin C. 5.0 MDR......2.5 MOR 


Supplied: 15 cc., 50 cc. 
both in amber 'potties with separate, plastic calibrated 
dropper (0.3 and 0.6 cc.) 


REDIPLETE, POLYVITAMIN DROPS 


Each 0.6 cc. supplies 
| the following 
| Minimum Daily 
Requirements (MOR): 
Each 0.6 cc. contains: Infants Children 
Vitamin A 1.5 mg...(5,000 U.S.P. units)......3.3 MDR......1.7 MDR 


(Synthetic) 
Vitamin D 25 mcg...(1,000 U.S.P. units)......2.5 MDR......2.5 MDR 
Vitamin C. 75 mg. 7 MODR......3.5 MDR | L 
SMini 


Pyridoxine HCI (Bg)........ 1 mg Daily 


"Requirement 
Riboflavin (B2) 1 mg. 2. MODR......2 MDR 4 
Thiamine HCI (B)).......... 4 MOR......1.5 MOR 
Cyanocobalamin 2)....3 mcg. (Mini Daily 


Requirement 
not 
Nicotinamide 10 mg. 2 MODR......1.3 MOR 
Supplied: 15 cc., 50 cc. 
both in amber bottles with separate, plastic calibrated 
dropper (0.3 and 0.6 cc.) 
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REDIPLETE, PEDIATRIC SYRUP 


Each 5 cc. supplies 


the following 
Minimum Daily 
Each 5 cc. (1 teaspoonful) Requirements (MDR): 
contains: Infants Children 
Vitamin A 0.9 mg...(3,000 U.S.P. units)......2 MODR......1 MOR 
(Synthetic) 
Vitamin D 25 mcg...(1, U.S P. units)......2.5 MDR......2.5 
Vitamin C mg. 5 MDR......2.5 MOR 
Pyridoxine HCI Si 10 0 mg. Mini Daily 
“Requirement 
not established) 
Riboflavin (B2) 1.5 mg. 2.5 MDR......1.7 MOR 
Thiamine HC! (B;)......1.5 Mg. 6 MOR..2to3 MDR 
Cyanocobalamin (B ; 2)....5 mcg. (Minimum Daily 


Requirement 
not established) 
Nicoti id 10 mg. 2 MOR......1.3 MOR 
Pius preservative and nitrogen propelient. 
Supplied: 8-oz. delivery in 12-0z. aerosol seamless can. 
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to help 


maintain growth 
and promote health 
during the period 
of greatest 
metabolic activity 


_REDIPLETE. 


POLYVITAMIN DROPS 


PEDIATRIC SYRUP 
delicious q 


Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 


WEST POINT, PA. 


RECIPLETE 15 A TRADEMARK OF MERCK & ino, 


For additional information, write Professional Services, 
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with a one week course of daily injections 
Anergex—I ml. daily for 6-8 days—usually provides prompt relief that persists for months. 


Children with asthma or asthmatic bronchitis show 
particularly dramatic response. In all age groups, re- 
ports on over 3,000 patients with all common allergic 
diseases have shown that over 70 per cent derived 
marked benefit or complete relief following a single 
short course of Anergex injections. 

Anergex—a specially prepared botanical extract—is 
nonspecific in action; it suppresses allergic reactions 
regardless of the nature or number of offending 
allergens. 


Anergex eliminates skin testing, long drawn-out de- 
sensitization procedures, and special diets. It has been 
effective even in patients who failed to respond to 
other therapeutic measures. 

Effective in seasonal and nonseasonal rhinitis (pollens, 
dust, dander, molds, foods); allergic asthma; asth- 
matic bronchitis and eczema in children; food 
sensitivities. 

Available : Vials containing 8 ml.—one average treatment course, 

WRITE FOR REPRINTS AND LITERATURE 


the new concept for the treatment of allergic diseases 


MULFORD COLLOID LABORATORIES PHILADELPHIA 4, PENNSYLVANIA 


Pat: nts Pending 
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relaxant 


Isoxsuprine hydrochloride, Mead Johnson 


relieves menstrual cramps through non-hormonal action on uterine muscle 


«does not disturb normal menstrual 
rhythm or flow 

eis well tolerated in recommended 
oral doses 

*can be used safely with other drugs 


reports of clinical effectiveness 

in the laboratory...relieves spasm 
of uterine muscle’ and in clinical 
studies...relieves cramps in approx- 
imately 86 per cent of patients.”” 


Mead Johnson 


Symbol of service in medicine 


dosage and administration for menstrual cramps: 
10 to 20 mg. (1 or 2 tablets) three or four times 
daily, begun 24 to 72 hours prior to the expected 
onset of menstruation and continued until pain has 
been averted. If pain has already started, initial 
therapy should be 20 mg. (2 tablets) repeated three 
or four times daily. For full details, see brochure 
available on request from Mead Johnson & Company, 
Evansville 21, Indiana. 

Supplied: 10 mg. tablets, and 2 cc. ampuls con- 
taining 10 mg. (5 mg./cc.) for intramuscular use. 


References: (1) Voulgaris, D. M.: Dysmenorrhea: Cramps or 
Psyche?, Scientific Exhibit, 108th Ann. Meet., Atlantic City, 
June 8-12, 1959. (2) Detailed reports in Mead Johnson research 
files. (3) Voulgaris, D.M.: Obst. & Gynec. 75: 220-222 (Feb.) 1960. 
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237 ec. (8 fl. oz.) 


CREMOMYCIN. 


No. 3177X § 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 


CAUTION: Federal law prohibits 
ing without prescription. 


Merck Sharp & Dohme = 
Division of Merck & Co., INC. 
Phitadeiphia. Pa. 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 

SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility. help provide rapid symptomatic relief. 

For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


@{=5 MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 
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in neurotic depression 


DEXAMYL 


brand of dextro amphetamine and amobarbital 


lifts mood and combats inertia 


In marked contrast to tranquilizers—which Dexamyl’s positive mood effect is usually 
often produce an attitude of indifferent calm apparent within 30 to 60 minutes. This is 
—‘Dexamyl’ helps the neurotic, depressed true whichever form you prescribe (Span- 
patient to face life with optimism and sule® capsules, Tablets, or Elixir). ‘Dexramyl’ 
energy. The patient on ‘Dexamyl’ often finds has been used successfully and safely as an 
it easier to take part in her daily activities. antidepressant for more than a decade. 
SMITH 
KLINE & 


leaders in psychopharmaceutical research FRENCH 


JOURNAL A.O.A., VOL. 59, JUNE 1960 A-103 


2 
a 
/ aN 
| 
| 
SSS 
Pas 
j 
! 
2 
SE 
: 


EVERYONE 


IS RELIEVED 


WHEN 


Chloride 
(Bethanechol Chloride) 


CATHETERIZATION 


— prophylactic use of ‘Urecholine’ 
soon after surgery or childbirth often 
prevents painful urinary retention; 
therapeutically, ‘Urecholine’ 
rapidly facilitates micturition, 
without subjecting the patient 
to the discomfort 
of catheterization. 


| 


AFTER SURGERY AND CHILDBIRTH 


URECHOLINE | 


HELPS CONTROL URINARY RETENTION — 
PHYSIOLOGICALLY 


— 


~ 


—‘Urecholine’ eliminates the __ — prophylactic and therapeutic 
danger of infection use of ‘Urecholine’ makes 
which often follows available valuable nursing 
instrumentation. time for other purposes. 


supplied: 5 mg. and 10 mg. tablets, bottles of 100. 1-cc. ampuls containing 5 mg. | 
for additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


URECHOLINE 15 A TRADEMARK OF MERCK & CO., INC, 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Naturetin — reliable therapy in edema and 

hypertension — maintains a favorable uri- 

nary sodium-potassium excretion ratio .. . 

r tains a balanced electrolytic pattern: 

*¢.,.. the increase in urinary output occurs 
promptly...’’? 

*¢.,..the least likely to invoke a negative 


potassium balance ...’’? 


..a dose of 5 mg. of Naturetin produces a 
maximal sodium loss.’’? 
‘¢,.. an effective diuretic agent as manifested 
by the loss in weight ...’’ 
‘¢.,,.no apparent influence of clinical 
importance on the serum electrolytes 
or white blood count.’’* 
*¢.,.no untoward reactions were attributed 
to the drug.’’* 
Although Naturetin causes the least serum 
potassium depletion as compared with other 
diuretics, supplementary potassium chloride in 
Naturetin ¢ K provides added protection when 
treating hypokalemia-prone patients; in con- 
ditions where likelihood of electrolyte imbal- 
ance is increased or during extended periods 
of therapy. 


Numerous clinical studies confirm the effec- 
tiveness'> of Naturetin as a diuretic and 
antihypertensive — usually in dosages of 5 
mg. per day. 

= the most potent diuretic, mg. for mg.—more 
than 100 times as potent as chlorothiazide 
= prolonged action —in excess of 18 hours @ 
maintains its efficacy as a diuretic and anti- 
hypertensive even after prolonged or increased 
dosage use ® convenient once-a-day dosage — 
more economical for patients # low toxicity — 
few side effects—low sodium diets not necessary 
@ not contraindicated except in complete renal 
shutdown @ in hypertension—significant lower- 
ing of the blood pressure. Naturetin may be 
used alone or with other antihypertensive drugs 
in lowered doses. 

Supplied: Naturetin Tablets, 5 mg. (scored) 
and 2.5 mg. Naturetin ¢ K (5 ¢ 500) Tablets 
(capsule-shaped) containing 5 mg. benzydro- 
flumethiazide and 500 mg. potassium chloride. 
Naturetin € K (2.5 € 500) Tablets (capsule- 
shaped) containing 2.5 mg. benzydrofiumethia- 
zide and 500 mg. potassium 

chloride. 


References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: Monographs on Therapy 5:60 (Feb.) 1960. 
2. Stenberg, E. S., Jr.; Benedetti, A., and Forsham, P. H.: Op. cit. 5:46 (Feb.) 1960. 3. Fuchs, M.; Moyer, 
J. H., and Newman, B.E.: Op. cit. 5:55 (Feb.) 1960. 4. Marriott, H. J. L., and Schamroth, L.: Op. cit. 5:14 
(Feb.) 1960, 5. Ira, G. H., Jr.; Shaw, D. M. +» and Bogdonoff, M. D.: North Carolina M. J. 21:19 (Jan.) 1960. 


6. Cohen, B. M.: M. Times, to be p 


lish 7. Br G. M., and Keyes, J. W.: Henry Ford Hosp. M. Bull. 


7:281 (Dec.) 1959. 8. Forsham, P. H.: Squibb Clin. Res. Notes 2:5 (Dec.) 1959. 9. Larson, E.: Op. cit. 2:10 

(Dec.) 1959. 10. Kirkendall, W. M.: Op. cit. 2:11 (Dec.) 1959. 11. Yu, P. N.: Op. cit. 2:12 (Dec.) 1959. 

12. Weiss, S.; Weiss, J. and Weiss, B.: Op. cit. 2:13 (Dec.) 1959. 13. _ Moser, M.: Op. cit. 2:13 (Dec.) 1959. 
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14. Kahn, A. 
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on Therapy Squibb Quality—the 
‘NATURETIN’ IS A SQUIBB TRADEMARK, Priceless Ingredient 


— «| 
| 
Squibb Benzydroflumethiazide with Potassium Chloride 
..a Safe and extraordinarily 
LESS 
: A-!06 


VAGINAL CREAM VAGINAL GEL 
THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 
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BACTERICIDAL FUNGICIDAL 
3 IN ACUTE EXACERBATI 
@ ANTI-INFLAMMAT 
(WiTH HYDROCORTISONE ALC) 
THROAT SPRAY GARGLE + SWAB THROAT INVOLVEMEN | 
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e increases bile 
DECHOTYL stimulates .. 
the flow of bile — 
a natural bowel 
regulator 


improves motility 
DECHOTYIL gently stimulates 
intestinal peristalsis 


e softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
.. DECHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 


constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need I or 2 TRABLETS 3 or 4 times daily. AMES 
COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart + Indiana 
Toronto Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 84160 
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PREVENT 
RE- INFECTION 
VAGINAL 


The role of the husband as a carrier and as a cause of re-infection in vaginal trichomoniasis 
is well documented.!-7 


“Until and unless immunization is possible, definite prophylactic measures such as the use 
of condoms, at least during the course of therapy in the female, have the same importance 
in the eradication of this disease as the elimination of endogenous extravaginal foci : 
infections.’ 


ENLIST HIS COOPERATION-SPECIFY RAMSES 


the prophylactic with “built-in” sensitivity 


Husbands readily cooperate when you recommend RAMSES prophylactics. The exquisite 
sensibility preserved by this tissue-thin, natural gum-rubber sheath of amazing strength and 
solid clinical ay places RAMSES almost out of human awareness. Without imposi- 
peveeeremaerrare onic ete “<9, tion or deprivation for the sake of cure, the routine use of 

RAMSES with “built-in” sensitivity is readily adopted— 
ONE DOZEN GENUINE TRANSPARENT even by the husband whose fear of sensation loss is a 
consideration. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 


i _ References: 1. Baum, H. C.: M. Clin. North America 42:263 (Jan.) 1958. 

1 2. Decker, A.: New York J. Med. 57:2237 (July 1) 1957. 3. Giorlando, S. W., 

i and Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 4. Karnaky, 

K. J.: South. M. J. 51:925 (July) 1958. 5. Maeder, E. C.: Journal-Lancet 79:364 

(Aug.) 1959. 6. McDonald, J. H.: M. Clin. North America 42:267 (Jan.) 1958. 
Rolled ; 7. Riba, L. W.: Am. J. Obst. & Gynec. 73:174 (Jan.) 1957. 


RUBBER PROPHYLACTICS 
JULIUS SCHMID, INC. 423 West 55th Street, New York 19, N.Y. 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


THE MIND OFF Fl 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 


IN Two 2 at bedtime. 
Milpath-200 — Yellow, coated tablets of 


POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


®Miltown +anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. i) 
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The new “spoon “henrcillin 


Blood levels ...and ... absorbed 

after oral twice as speedily through- 
administration: high as out the 

twice as high intramuscular gastrointestinal 
as oral potassium | penicillin G tract—stomach 
penicillin V." potassium.’ | to colon.’ 


> 
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AVERAGE SERUM CONCENTRATIONS (mcg. /ml.) 
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AVERAGE SERUM CONCENTRATIONS (mcg. ml.) 
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Effective against “resistant” staphylococci: 
Some strains of staphylococci resistant 
to penicillins G, O and V in vitro exhibit 
sensitivity to potassium phenethicillin 
(DRAMCILLIN-S). This synthetic peni- 
cillin appears more resistant than 
natural penicillins to inactivation by 
staphylococcal penicillinase. 


Allergenicity: It is not as yet possible to 
draw definite conclusions regarding the 
incidence of allergenicity to DRAMCIL- 
LIN-S, or to its cross-allergenicity with 
natural penicillins. It is recognized that 
oral therapy presents less danger of se- 
vere allergic reactions than does par- 
enteral penicillin therapy. The usual 
precautions for oral penicillin therapy 
should always be observed. Special care 
should be exercised in patients with his- 
tories of asthma, hay fever, urticaria, or 
previous reaction to penicillin. 


Indications: DRAMCILLIN-S is indicated in 


the treatment of infections caused by 


that surpasses* the “needle” 


ium phenethicillin 


penicillin-sensitive organisms. Like all 
oral penicillins, it is not recommended 
at present in deep-seated or chronic in- 
fections, subacute bacterial endocarditis, 
meningitis or syphilis. 

Dosage: One or 2 teaspoonfuls (125 mg.), 
three or four times daily, depending on 
the severity of the infection. To assure 
optimum blood levels, it is advised that 
this medication be taken in the fasting 
state. Beta hemolytic streptococcal infec- 
tions should be treated forat least 10 days. 


Availability: Bottles of 30 and 60 cc. Each 
teaspoonful (5 cc.) supplies 125 mg. 
DRAMCILLIN-S, equivalent to 200,000 
units. 

References: 1. Wright, W.: Cited by Morigi et al.? 2. Pindell, 
M.H.; Tisch, D. E.; Hoekstra, J. B., and Reiffenstein, J. C.: 
Antibiotics Annual, 1959-1960, p. 119. 3. Morigi, E.M.E.; 


Wheatley, W. B., and Albright, H.: Antibiotics Annual 1959- 
1960, p. 127. *with regard to immediate blood levels 


DRAMCILLIN- 
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a new class 
of drug 
for 
the relief: 
of pain 


phenyramidol HCI 


the first analgomylaxant ky a single chemical 
that is both a general non-narcotic analgesic 
and an effective muscle relaxant 


Analexin is a new synthetic chemical’? which produces (1) analgesia by raising the pain 
threshold and thus decreasing perception of pain and (2) muscle relaxation by selectively 
depressing polysynaptic transmission (interneuronal blockade), abolishing abnormal muscle 
tone without impairing normal neuromuscular function. The analgesic potency of one 
tablet is clinically equivalent to 1 grain of codeine; yet, Analexin is neither narcotic nor 
is it narcotic-related. Its muscle relaxant effect is comparable to the most potent oral 
skeletal muscle relaxants available.** 


Analexin for relief of pain and skeletal muscle tension. Each tablet contains 200 mg. of 
phenyramidol HCI. Dosage—1 tablet every 2-4 hours or as needed. 

Analexin-AF for relief of pain and skeletal muscle tension complicated by fever and/or 
inflammation. Each tablet contains 100 mg. of phenyramidol HCI and 300 mg. of aluminum 
aspirin. Dosage—2 tablets every 4 hours or as required. 
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in low back pain, 
arthritis and other 
musculoskeletal disorders... 
where pain makes tension 
and tension makes pain 


stops both effectively 


Phenyramidol HCI (Analexin) was evaluated by Batterman, et al.° in a series of 118 
ambulatory patients with various painful musculoskeletal disorders. These patients were 
observed for periods as long as 22 weeks. The authors conclude: ‘Not only is satisfactory 
relief of painful states achieved in the majority of patients regardless of etiology and 
duration of pain, but there is also no evidence suggestive of cumulative toxicity. Further- 
more, in contrast to codeine and meperidine, the likelihood of untoward reactions occurring 
in ambulant patients is not high. This is a decided advantage since the control of pain in 
the ambulant patient with chronic pain is a major clinical problem.” 


In other studies, Bealer® used Analexin in 26 cases of musculoskeletal pain and observed 
good or very good results in 11 patients; fair results in 14 and 1 case was unsatisfactory. 
Fifteen other patients were given Analexin-AF, and good or very good results were 


obtained in 13 out of 15 of these cases.” 


Decatur, Illinois 


BIBLIOGRAPHY: 1. Gray, A. P., and Heitmeier, D. E.: J. Am. Chem. Soc. 81:4347, 1959. 2. Gray, A. P., ef al: J. Am. Chem. Soc. 
81:4351, 1959. 3. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: J. Pharmacol. & Exper. Therap. 1 28:65, 1960. 
4. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: Fed. Proc. 18:1694, 1959. 5. Batterman, R. C.; Grossman, 
A. J., and Mouratoff, G. J.; Am. J. Med. Sc. 238:315, 1959. 6. Bealer, J. D.: Clinical Report 511:592, April 1, 1959. 7. Stern, E.: 
Clinical Report 511:599, May, 1959. (Clinical Reports in file of Medical Department, Irwin, Neisler & Co.) 


Myolaxant Analexin 
nthe first analgomylaxant 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


: 
- 
| 
i 
me : 
} 
1 
| i 
| 
| 
i| 
: : | 
: : IRWIN, NEISLER & CO 
$ : } 
_ in one tablet two actic ns. 4 
A-115 
4] 


= 
¥ 


ail 


te; 


erierie 


Past tense 


For the first time in months, this mom really feels like joining in for equanimity 
the family fun. In the past, she had been far too tense either to without 
devote a casual hour to usual mother-daughter diversions or to _ Somnolence 


answer the host of questions invariably posed by an inquisitive ~ 
younger 


j i “co- ‘¢ i Trademark, Reg. U.S. Pat. Off. 
She actually enjoys helping to “co-bake” an apple pie, because porsmnpintens: Sosa 


eels good” and is genuinely interested. The reason: Levanil PEELE He (Upiohn | 


does not isolate or insulate, as many tranquilizers do. Michigan 
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Sustained Action Therapeutic Mult aril 


The first controlled-release therapeutic multivitamin formula 
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a single 
"S.AVITE” Tablet 
assures 

predictable 

sustained availability 
of essential vitamins 
throughout the day 


-for better absorption and utilization 
-less wastage through excretion 


) 


IN A CONTROLLED STUDY* 
average serum and urine excretion levels 

of water-soluble vitamins were compared 
after “‘s.A.VITE” and after a conventional 
multivitamin preparation of equal potency 
were administered to a group of healthy, 
young male medical students. Preceding the 
testing of each preparation there was an 
interval of one week, during which time the 
subjects consumed a normal diet (without 
supplementary vitamins), and from which 
the basal nutrient intake was determined 
(base line values). 


BLOOD LEVELS 

After 8-12 hours, blood levels of the 
water-soluble vitamins were found, in each 
case, to be consistently higher and more 
sustained with “s.A.vITE” than with the 
control multivitamin tablet. 


URINARY EXCRETION 


Urinary vitamin excretion, on the other 
hand, was significantly lower for “‘s. A.VITE,” 
suggesting greater vitamin utilization 

and tissue saturation with this “controlled- 
release” product. 


CONCLUSIONS 

In marked contrast to conventional once- 
a-day multivitamin formulations, “s.A.VITE” 
ensures optimal utilization with minimal 

loss through excretion. Now, for the first time, 
a multivitamin tablet offers the benefits 

of divided dosage with a single administration. 


*Krehl, W. A.: Clinical Evaluation of a Controlled- 
Release Vitamin Tablet, to be published. 


Sustained Action Therapeutic Multivitamin Tablet 


\ AYERST LABORATORIES 
( New York 16, N. Y. * Montreal, Canada 


% INCREASE OVER BASE LINE VALUES 


VITAMIN BLOOD LEVELS CONSISTENTLY HIGHER AND MORE SUSTAINED WITH 
“S.A.VITE” FOR GREATER UTILIZATION AND TISSUE SATURATION 


20 50 
40 
30 
20 
10 
4 Thiamine 4 Riboflavin ® 
50 
40 
30 
20 
10 


r 


Average Increase in Serum Levels over Base Line Values —4, 8, and 12 Hours after Administration of “s.A.VITE” 
and a Control Multivitamin Preparation of Equal Potency 
“S.A.VITE” CONTROL MULTIVITAMIN PREPARATION 


URINARY LEVELS SIGNIFICANTLY LOWER WITH “S. A.VITE” SHOWING LESS 
VITAMIN LOSS THROUGH EXCRETION 


2.91 


0.52 


Thiamine Riboflavin Ascorbic Acid N-Methyl Nicotinamide 
mg. mg. mg. mg. 


Average Increase in Urinary Excretion Levels over Base Line Values — 16 Hours After Administration of 
“S.A. VITE” and a Control Multivitamin Preparation of Equal Potency 
“S. A. VITE” «CONTROL MULTIVITAMIN PREPARATION 
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HOW “S. A. VITE” ASSURES SUSTAINED VITAMIN AVAILABILITY 


B, -B,-B,-C 
Nicotinamide 
Calcium pantothenate 


_B,-B,-B,.-C 
Nicotinamide 

Calcium pantothenate 
Intrinsic factor 
concentrate 


B, -C - Nicotinamide 
A-D 


SEQUENCE OF CONTROLLED RELEASE* 


1.The outer 2.The 
Each tablet contains: | layer dissolves, middle layer ae 
releasing: releases: 
Bw 
Vitamin A .... 25,000 U.S.P. Units 25,000 U.S.P. Units 
VitaminD ...... 1,000 U.S.P. Units 1,000 U.S.P. Units 
Vitamin B,; mononitrate.. 25.0mg. | 10.0 mg. 10.0 mg. 5.0 mg. 
re 12.5mg. | 7.5 mg. 5.0 mg. 
Nicotinamide .......... 50.0mg. | 20.0 mg. | 20.0 mg. 10.0 mg. 
Vitamin Bg ........... 3.0mg. 3.0 mg. 
Calc. pantothenate ..... 10.0mg. | 5.0 mg. | 5.0 mg. 
a 250.0 mg. 100.0 mg. | 100.0 mg. | 50.0 mg. 
Vitamin Byg........... 5.0mcg. 5.0mcg. 
Intrinsic factor concentrate 15.0 mg. | | 15.0 mg. 
*Timetable of controlled | | 
release jin vitro | a—% hr. | 1% hrs. | 3 hrs. 


Dosage: One tablet daily, preferably at mealtime. 
Supplied: No. 797, bottles of 60 and 500 tablets. 


AYERST LABORATORIES 


Sustained Action Therapeutic Multivitamin Tablet ( 
iy New York 16, N. Y. * Montreal, Canada 
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PROGRESS WITH 
CONSERVATIVE 
MANAGEMENT 
PAL 
INFLAMMATION 


When your patients with early arthritis or musculoskeletal 
syndromes reach a therapeutic standstill, conservative management 


with new DECAGESIC relieves pain and inflammation, improves 
joint mobility and functional status, helps restore a sense of well-being 
and renew strength. DECAGESIC combines the advantages of DECADRON® 


(the highest anti-inflammatory potency, “the least number of side 


effects”*) with the fundamental benefits of aspirin and the antacid 
protection of aluminum hydroxide— greater potency with greater safety. 


*Silverman, H, L, and Urdang, A.: Am, Prof. Pharm. 25:531, 1959, 
Indications: Inflammatory, rheumatic and collagen disorders, musculoskeletal syndromes, and 
conditions in which the conjunctive use of steroid and salicylate is indicated. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should 
be observed. Additional information on DEcAGEsIC is available to physicians on request. 
Supplied: In bottles of 100. Each tablet contains 0.25 mg. of DECADRON, dexamethasone, 

500 mg. of aspirin and 75 mg. of aluminum hydroxide (as the dried gel). 

**“ A ntidoloritic” describes the relief of pain associated with inflammation — 

dolor = pain, itic = associated with inflammation. 

DEcAGESIC and DECADRON are trademarks of Merck & Co., Inc, 


NEW 
| Dexamethasone with Aspirin and Aluminum Hydroxide 


fe MERCK SHARP & DOHME ®* Division of Merck & Co., INc., West Point, Pa. 


PROGRESS WITH “‘ANTIDOLORITIC”” THERAPY 
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add to her 


HAPPY 
ANTICIPATION ; 


(prenatal vitamin-mineral supplements, Lilly) 


concentrated nutritional support 
En-Cebrin provides phosphorus-free calcium . . . all known 
antianemia factors . . . plus important vitamins and minerals. 
one-a-day convenience and economy 


A single Pulvule® daily provides comprehensive vitamin-min- 
eral supplementation throughout pregnancy and lactation. 


invitingly styled 


The pink-and-blue En-Cebrin Pulvules are supplied in deco- 
rative apothecary-type bottles, fashioned to enlist patient 
co-operation. 


In special bottles of 100; also available in quantities of 5,000. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Conventions and 
meetings 


American College of Osteopathic In- 
ternists, annual meeting, Denver, Octo- 
ber 6-8. Secretary, Glennard E. Lahrson, 
400 40th St., Oakland 9, Calif. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Dallas, Texas, October 30-November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Fla. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Municipal Audito- 
rium, Kansas City, Mo., July 18-22. 
Program Chairman, Raymond L. 
Ruberg, 4614 Wayne Ave., Phila- 
delphia 44. 


Central States Osteopathic Society of 
Proctology, annual meeting, Hotel Olds, 
Lansing, Mich., September 16-18. Pro- 
gram Chairman, Ronald R. Emerick, 
1228 W. Catalpa Dr., Royal Oak, Mich. 
Secretary, Lloyd B. Hoxie, 39011 Harper, 
Mt. Clemens, Mich. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Belle- 
vue-Stratford, Philadelphia, November 5- 
6. Program Chairman, J. Irving Schwartz, 
5756 N. Fifth St., Philadelphia 20. Sec- 
retary, LeRoy W. Lovelidge, Jr., 201 E. 
Orange St., Lancaster, Pa. 


Florida, annual meeting, September 
26-28. Program Chairman, Ralph L. 
Fischer, 333 Fourth Ave., Jacksonville 
Beach. Executive Director, Mr. Barton 
K. Johns, 5009 Central Ave., Tampa 3. 


Idaho, annual convention, with Utah 

and Wyoming, Bannock Hotel, Pocatello, 

Idaho, June 17-19. Program Chairman, 

ad D. Anderson, 308 Eastman Bldg., 
ise. 


Maine, annual meeting, Samoset Ho- 
tel, Rockland, June 23-25. Program 
Chairman, David A. Patriquin, Kezar 
Falls. Executive Director, Mr. George 
R. Petty, Monmouth. 


Michigan, annual meeting, Pantlind 
Hotel, Grand Rapids, October 3-5. Pro- 
gram Chairman, A. H. Fuller, 202 Lib- 
erty Life Bldg., Muskegon. Executive 
Secretary, Mr. Floyde E. Brooker, 81 
Glendale, Highland Park 3. 


Missouri, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 12-14. 
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The traditionally sharper carbon steel B-P 


‘SP 


STERILE 
RibBack 


BLADE 


RIB-BACK Blades in the contemporary 
sterile packages, designed for time-saving 
convenience. Individual unopened packages 
are ready for autoclaving—if desired. 

The uniformity with which these individual, 
puncture-resistant, reinforced foil packages 
can be opened is a further safeguard of 


B-P RIB-BACK 
Blades are also avail- 
able: RACK-PACK 
packages or 6 Blades 
of a size in rust-re- 


blade sterility. 


Ask your dealer 


sistant wrappers. 


BARD-PARKER COMPANY, INC, 
BP DANBURY. CONNECTICUT 
& DIVISION OF BECTON. DICKINSON AND COMPANY 


'B-P + IT’S SHARP RACK-PACK RIB-BACK are trademarks 


Executive Secretary, Mr. Paul D. Adams, 
325 E. McCarty St., Jefferson City. 


Montana, annual meeting, Glacier Park 
Lodge, East Glacier Park, August 5-6. 
Program Chairman, C. G. Sundelius, 7-9 
K-M Bldg., Kalispell. Secretary, Donald 
—— 506 26th St., N., Great 
Falls. 


Northwest Osteopathic Convention, 
Ridpath Hotel, Spokane, Wash., June 20- 
22. Program Chairman, Wilbert B. Saun- 
ders, 4730 University Way, Seattle 5. 


Ohio, refresher course, Hotel Cleve- 
land, Cleveland, October 22-23. Execu- 
tive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Oklahoma, annual meeting, Biltmore 
Hotel, Oklahoma City, November 1-3. 
Program Chairman, Emest T. Ross, 420 
Commerce Bldg., Okmulgee. Executive 
Secretary, Mr. Walter L. Gray, 210-12 
Braniff Bldg., Oklahoma City. 


Oregon: See Northwest Osteopathic 
Convention. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Brown Palace Hotel, Denver, Sep- 
tember 26-28. Executive Secretary, Ar- 
thur A. Martin, Box 472, Kirksville, Mo. 


Pennsylvania, annual meeting, Shera- 
ton Hotel, Philadelphia, November 17- 
19. Program Chairman, Charles Lichten- 
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DIAPHRAGMS! 


NINE REASONS WHY MORE AND MORE PHYSICIANS 


ARE USING THE CONTOURING br. 


bit 


| 


DIAPHRAGN 


SARITARY PLASTIC Gate 


. Reduces your fitting instruction time. 
Patient ease of insertion—automatic placement. 
Develops patients’ confidence. Easy to use. 
Folds behind pubic bone with suction-like 
action, forming an effective barrier. 

Seals off cervical area. 

Locks in spermicidal lubricant—delivers 

it directly under and next to the os uteri. 

. Keeps its place—doesn’t shift. 

. Simple to remove. 

. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms 
may be used where ordinary coil-spring 
diaphragms are indicated and for Flat rim 
(Mensinga) -type as well. 


Recommend: KORO-FLEX Compact, the 
ONLY compact that provides the arcing dia- 
phragm (60-95 mm), jelly and Koromex cream 
(trial size). More satisfied patients result from 
trying both and then selecting the one best 
suited to physiological requirements. Elimi- 
nates guessing. Supplied in feminine clutch- 
style bag with zipper closure. 


PONE 


Available in all prescription pharmacies. 

Write for descriptive literature. 

Always insist on the use of time-tested Koromex 
Jelly or Cream with diaphragm. 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. 
Manufacturers of Koromex Products 
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walner, Jr., 379 Chestnut St., Pottstown. 
Executive Secretary, Mr. Thomas M. Fo- 
garty, 1941 Market St., Harrisburg. 


Utah: See Idaho listing. 


Washington: See Northwest Osteo- 
pathic Convention. 


Western States Osteopathic Society of 
Proctology, annual meeting, Statler-Hil- 
ton Hotel, Los Angeles, October 24-26. 
Program Chairman, Francis M. Neff, 
2800 Pacific Ave., Long Beach 6, Calif. 
Secretary, Marcus S. Gerlach, 2015 State 
St., Santa Barbara, Calif. 


Wyoming: See Idaho listing. 


State and 
national boards 


Alabama examinations June 20-22. 
Address D. G. Gill, M.D., secretary, 
State Board of Medical Examiners, State 
Office Bldg., Montgomery 4. 


Arizona Osteopathic Board of Regis- 
tration and Examination in Medicine and 
Surgery has announced its new officers. 
W. A. Seydler, Stanfield, is president; 
Franklin P. McCann, Peoria, is vice 
president; and Russell Peterson, Phoenix, 
is again secretary-treasurer. 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in 
Medicine and Surgery, 2747 E. Mc- 
Dowell Rd., Phoenix. 


Basic science examinations September 
20. Address Herman E. Bateman, Ph.D., 
State Board of Examiners in the Basic 
Sciences, University of Arizona, Tucson. 


California Board of Osteopathic Ex- 
aminers lists H. Hill McGillis, Sonora, as 
president, Glennard E. Lahrson, Oak- 
land, vice president, and Glen D. Cayler, 
Los Angeles, secretary-treasurer. 

Examinations June 29-July 1, Los An- 
geles. Address Glen D. Cayler, D.O., 
secretary, Board of Osteopathic Examin- 
ers, 1013 Forum Bldg., Sacramento 14. 


Colorado 
September 7-8. Applications must 
filed by August 24. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


basic science examinations 


Delaware examinations July 12-14. 
Address Joseph S. McDaniel, M.D., sec- 
retary, State Board of Medical Examin- 
ers, Professional Bldg., Dover. 


Georgia examinations July 5. Address 
Mr. C. L. Clifton, joint secretary, State 
anny Boards, 224 State Capitol, At- 
anta. 
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in coronary insufficiency 


Metamine® Sustained helps 
you dilate the coronaries 


1 tablet 
all night 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action that nitroglycerin . . .”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.? 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,? and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


het. Leeming New York 17, N.Y. 


*Patent applied for 


Hawaii For information on examina- 
tion dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 


be - lulu 14. 


Idaho Board of Osteopathic Examin- 
ers has announced its new officers. D. W. 
Hughes, Boise, is president; Leland J. 
Anderson, Boise, is vice president; and 
Susan B. Kerr, McCall, is secretary. Dr. 
Anderson and Alice Taft Strowd, Cald- 
well, were recently appointed. 


Illinois examinations July 12-14 at 
160 N. LaSalle St., Chicago. Applica- 
tions must be filed by the middle of 
June. Address Mr. Frederic B. Selcke, 


superintendent, Department of Registra- 
tion and Education, Capitol Bldg., 
Springfield. 


Iowa basic science examinations July 
12 at the Capitol Building, Des Moines. 


‘Address Elmer W. Hertel, Ph.D., secre- 


tary, Board of Basic Science Examiners, 
Wartburg College, Waverly. 


Louisiana Board of Osteopathy has 
re-elected Melbert R. Higgins, Lafayette, 
president; Carl E. Warden, Lake Charles, 
secretary; and Paul M. Campbell, Min- 
den, is the newly elected treasurer. Dr. 
Higgins and Dr. Warden were reappoint- 
ed to the Board and Walter T. Colquitt, 
Shreveport, was newly appointed. 
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Steroid-Analgesic Compound. LEDERLE. 


-wider latitude in adjusting dosage 
for better tolerated therapy 


ARISTOGESIC allows an exceptionally wide 
latitude in adjusting dosage to the lowest 
effective level for relief of chronic—but less 
severe — pain of rheumatic origin. Combining 
the anti-inflammatory effects of ARISTOCORT® 
Triamcinolone with the analgesic action of a 
highly potent salicylate, ARISTOGESIC permits 
therapy at dosages substantially lower than 
generally required for either agent alone. 

The lower dosages permit well-tolerated 
therapy for long periods of time and reduce 
the possibility of side effects. 


CAPSULES 


Indications: Mild to moderate cases of rheuma- 
toid arthritis, tenosynovitis, synovitis, bursitis, 
spondylitis, myositis, fibrositis, neuritis, and 
certain muscular strains. 


Dosage: Average initial dosage: 2 capsules 3 
or 4 times daily. Maintenance dosage to be 
adjusted according to response. ; 


Precautions: All precautions and contraindica- 
tions traditional to corticosteroid therapy should 
be observed. The amount of drug used should be 
carefully adjusted to the lowest dosage which 
will suppress symptoms. Discontinuance of 
therapy must be carried out gradually after 
patients have been on steroids for prolonged 


periods. 

Each ARISTOGESIC Capsule contains: 
ARISTOCORT Triamcinolone 0.5 mg. 
Salicylamide.................... 325 mg. 
Dried Aluminum Hydroxide Gel.............. 75 mg. 
Ascorbic Acid 20 mg. 


Supply: Bottles of 100 and 1,000. 
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gel offered in bottles of 12 fluidounces. 


fuls), Bottles of 50 and 250. 
Samples on request. 


“*... Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.” 


@ 
MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 


TaB_et Maa tox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TaBLet Maatox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


Wiu1aM H. Rorer, Inc., Philadelphia 44, Pennsylvania 


Maine Board of Osteopathic Exami- 
nation and Registration has reappointed 
Stanley H. Rowe to its membership. 


Massachusetts examinations July 12. 
Address David W. Wallwork, M.D., sec- 
retary, Board of Registration in Medi- 
cine, Room 37, State House, Boston 33. 


Michigan Board of Osteopathic Reg- 
istration and Examination report the fol- 
lowing officers: C. J. Manby, Battle 
Creek, president; O. L. Brooker, Livonia, 
vice president; and Roy G. Bubeck, Jr., 
Grand Rapids, secretary-treasurer. 


Montana examinations September 6. 
Address Warren E. Monger, secretary, 
State Board of Osteopathic Examiners, 
Box 64, Dillon. 
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Nebraska Osteopathic Board of Ex- 
aminers has listed its officers as Charles 
A. Blanchard, Lincoln, chairman, C. S. 
Griffin, Seward, vice chairman, and Don- 
ald O. Brown, Auburn, secretary. Dr. 
Brown was recently reappointed. 


New Jersey examinations June 21-24. 
Address Mr. Michael E. H. Sweeney, ad- 
ministrative secretary, Board of Medical 
Examiners, 28 W. State St., Trenton 8. 


Nevada Board of Osteopathic Exam- 
iners has listed its new officers as Walter 
J. Walker, Reno, president; Eugene C. 
Willcutt, Las Vegas, vice president; and 
John H. Pasek, Minden, secretary-treas- 
urer, 


New Hampshire examinations Sep- 
tember 14-17. Address Edward W. Colby, 
M.D., secretary, State Board of Registra- 
tion in Medicine, State House, Concord. 


New Mexico Paul S. Jones, Las 
Cruces, and Robert E. Smith, Lovington, 
have been appointed as members of the 
Board of Osteopathic Examination and 
Registration. 

Basic science examinations July 17, 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


North Carolina examinations in July, 
Address Joseph H. Huff, D.O., secretary, 
State Board of Osteopathic Examination 
and Registration, 330 W. Front St., Box 
1177, Burlington. 


North Dakota examinations in July. 
Address M. J. Hydeman, D.O., secretary, 
State Board of Osteopathic Examiners, 
417% Broadway, Bismarck. 


Pennsylvania examinations at Phila- 
delphia College of Osteopathy, 48th and 
Spruce Sts., Philadelphia, July 13-14. 
Applications must be on file 15 days 
prior to examination together with intern 
training certificate. Address Mrs. Kath- 
erine M. Wollett, secretary, State Board 
of Osteopathic Examiners, Bureau of 
Professional Licensing, 501 Education 
Bldg., Harrisburg. 


Rhode Island examinations July 7-8 
at Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional Reg- 
ulation, 366 State Office Bldg., Provi- 
dence. 


Basic science examinations August 10 
at Room 366, State Office Bldg., Provi- 
dence. Applications must be filed 2 
weeks prior to examinations. Address 
Mr. Casey. 


South Carolina examinations June 21. 
Address Ernest A. Johnson, D.O., secre- 
tary, State Board of Osteopathic Exam- 
iners, Box 525, Summerville. 


South Dakota examinations July 19- 
20. Address Mr. John C. Foster, execu- 
tive secretary, State Board of Medical 
and Osteopathic Examiners, Room 300, 
First National Bank Bldg., Sioux Falls. 


Tennessee examinations in February 
and August at Nashville. Address M. E. 
Coy, D.O., secretary, Board of Examina- 
tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 


secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Washington examinations in July. Ad- 
dress Mr. Thomas A. Carter, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in July. 
Applications must be filed in advance. 
Address Mr. Carter. 


Wisconsin examinations July 13 for 
reciprocity applicants only at 115 So. 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


® no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


WALLACE LABORATORIES / New Brunswick,N.J. 
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PROBENECID 


IN GOUT 


= E 1953 aa 
| 
SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
TE E EFFECTIVENESS AND SAFETY OF 
Pay 


anecic 
into clintsat deal of justifiable 
enthusiasm H&S been evidenced and numerous reports 
-On the_use of this have appeared... ALL 
patients who have gout should be offered prolonged 
herapy with safe uricosuric agent such 


probenecid..,,"1 


Therapy, Arthritis and Rheumatism 2:193, 


t 


"2 
reactions: "Patients tolerate the arug vei 


Your 
»-and- Talbott,—J:—Doe 
Patient Have Gout?, Scientific 
American Medical Association, 


uricosuric agent, Treatment should be instituted 


m. Siven twice az Tor tne we 


4 te 4 PAS d.to.0.5 _twice ner 
_out interruption, "3 daily thereafter, with- 


Richaras, J. ¢, 
thon, Atlantic City, June 


3 


1 
Supply: 0.5 Gm, tablets, bottles of 100 and 1000 


p a. 
t Ss 


A1, PA. 
K & CO., Inc., PHILADELPHIA 1, 
DOHME, DIVISION OF MERC 

merck SHARP & 


INC. 
BENEMIO IS A TRADEMARK OF MERCK & co., 
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on-the-go relief from 


3 & 


recurrent throbbing headaches 


vascular headaches, 
histaminic 
cephalalgia, 
migraine 
syndromes, 
and occipital 
neuralgia 


Medihaler- 
Ergotamine 


Oral Inhalation of 
Micronized Ergotamine Tartrate 


Fastest overall method for relieving 
recurrent throbbing headache 


Approximates speed and pre- 
dictability of relief following 
ergotamine injection. 

Eliminates delay in treat- 
ment...Medihaler travels 
with the patient...ready and 
in use in 5 seconds! 


*tIn a series of over 300 episodes of 
vascular headache in 41 patients 
*“Medihaler’-Ergotamine was effec- 
tive in about 70%.?? 


Graham, ¢ R., Faulkner Hospital, 
Jamaica Plains, Boston: 
Personal Communication. 


Dosage: A single inhalation at on- 
set of headache. Additional in- 
halations should be spaced not 
less than 5 minutes apart. Not 
more than 6 inhalations in any 
24-hour period. 


In 2.5 cc. stainless steel vial (50 doses) with 
plastic oral adapter. Each depression of 
metering valve delivers 0.36 mg. ergotamine 
tartrate self-propelled from the oral adapter. 


Maree, 
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‘ 
ry 
i 
A-132 


Pinckney St., Room 28, Madison 3. Writ- 
ten examinations July 12-14. Applica- 
tions must be filed 2 weeks prior to ex- 
amination. Address Thos. W. Tormey, 
Jr, M.D., secretary, State Board of 
Medical Examiners, 115 So. Pinckney St., 
Room 28, Madison 2. 

Basic science examinations September 
9, Room 145, Birge Hall, University of 
Wisconsin, Madison. Applications must 
be filed by August 31. Address Mr. W. 
H. Barber, State Board of Examiners in 
the Basic Sciences, 621 Ransom St., 


Ripon. 


Reregistration 
of osteopathic licenses 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for non-residents. Address 
Richard Y. Kodama, D.O., secretary, 
Board of Osteopathic Examiners, 826 
Keeaumoku St., Honolulu 14. 


During June—lIllinois, $6.00. Address 
Mr. Frederic B. Selcke, Superintendent 
of Registration, Department of Registra- 
tion and Education, Capitol Bldg., 
Springfield. 


Before June 30—Delaware, $20.00. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, Pro- 
fessional Bldg., Dover. 


June 30—Missouri, $2.50. Notices for 
registration will be sent to the last known 
address the first part of June. Address 
Mr. John A. Hailey, executive secretary, 
Board of Registration for Healing Arts, 
P. O. Box 4, Jefferson City. 


June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 


June 30—Wyoming, $2.50. Address 
James W. Sampson, M.D., State Board 
of Medical Examiners, State Office Bldg., 
Cheyenne. 


Before July 1—West Virginia, $2.00. 
Address Donald C. Newell, D.O., secre- 
tary, Box 611, Oak Hill. 


July 1—Idaho, $10.00. Address Susan 
B. Kerr, D.O., secretary, State Board of 
Osteopathic Examiners, McCall. 


July 1—Iowa, $1.00. Address Mr. Her- 
man W. Walter, assistant secretary, State 
Board of Osteopathic Examiners, 519-20 
Insurance Exchange Bldg., Des Moines. 


July 1—Kansas, $5.00. Address Fran- 
cis J. Nash, M.D., treasurer, State Board 
of Healing Arts, New Brotherhood Bldg., 
Kansas City, Kansas. 


July 1—Michigan, $5.00. Address Roy 
G. Bubeck, Jr., D.O., treasurer, State 
Board of Osteopathic Registration and 
Examination, 2851 Clyde Park Ave., 
S. W., Grand Rapids 9. 


July 1—New Mexico, $5.00. Address 
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MALNUTRITION OF LES CRAMPS 
PRESNANCY ? 


QUTMODED AS Mee 


GODEY’S FASHIONS! 


PRENALIN-O° 


PRENATAL SUPPLEMENT 


1. Oyster Shell Calcium - Phosphorus Free! 
2. New Form of Iron! 

3. Dry Filled Capsule - Sure, Quick Absorption! 
4. Economical Once-A-Day Dosage! 

5. Wider Range Nutritional Support! 

6. Relieves Troublesome Leg Cramps! 


EACH dry filled capsule (lavender and white) provides: 


MU 


Ferrous Fumarate (Iron) 150 mg. 
Deep sea oyster shell (Calcium) 600 mg. 
Vitamin C 50 mg. 
Vitamin A 4000 USP Units 
Vitamin D 400 USP Units 
Vitamin B-1 2 mg. 
Vitamin B-2 2 mg. 
Vitamin B-6 0.8 mg. 
Vitamin B-12 (Cobalamin conc. NF) 2 mcg. 
Folic Acid 0.25 mg. 
Niacinamide 10 mg. 
Rutin 10 mg. 
Vitamin K (Menadione) 0.25 mg. Unusually 
Sodium Molybdate 3 mg. Economical for 
Fluorine (Calcium Fluoride) 0.25 mg. 
Iodine (Potassium Iodide) 0.15 mg. the Patient. 
e 
LITERATURE and SAMPLES 
ON REQUEST 


S. J. TUTAG & CO. 


DETROIT 34, MICHIGAN 


L. D. Barbour, D.O., treasurer, State 
Board of Osteopathic Examination and 
Registration, Roswell Osteopathic Hos- 
pital, Roswell. 


July 1—North Dakota, $3.00. Address 
M. J. Hydeman, D.O., treasurer, State 
Board of Osteopathic Examiners, 417% 
Broadway, Bismarck. 


July 1—Oklahoma, $2.00. Address G. 
R. Thomas, D.O., treasurer, State Board 
of Osteopathy, 2923 N. Walker, Okla- 
homa City 3. 


Within 60 days after July 1—Indiana, 
$5.00 residents; $10.00 non-residents. 
Address Miss Ruth V. Kirk, executive 
secretary, State Board of Medical Regis- 
tration and Examination, 538 Knights of 
Pythias Bldg., Indianapolis 4. 


September 1—Nebraska, $3.00. Ad- 
dress Mr. R. K. Kirkman, Director of 
Bureau of Examining Boards, State De- 
partment of Health, Lincoln 9. 


September 1—Ohio, $2.00. Address 
James O. Watson, D.O., 111 West Third 
Ave., Columbus 1. 


Examination 


by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
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each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 


Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 


Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 


Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 


These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually, 


All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 


All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1954 must take Part III in 1961 
or forfeit the right to complete the ex- 
aminations. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a l-year internship approved by the 
American Osteopathic Association. 


Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 


Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


A fatal case of rabies in a woman 


bitten by an insectivorous bat* 


George L. Humphrey, D.V.M., M.P.H., 
Graham E. Kemp, D.V.M., M.P.H., 
and E. Glenn Wood, M.D.+ 


Recognition since 1953 of widespread 
rabies infection in insectivorous bats, na- 
tive to the Western Hemisphere north of 
Mexico, has raised considerable conjec- 


®Reprinted from Public Health Reports, April 
960 


1960. 
+Dr. Humphrey and Dr. Kemp are with the 
veterinary public health section, bureau of 


ture regarding the potential of transmis. 
sion to man and other animals and the 
role such a reservoir may play in the 
ecology and epidemiology of rabies.“ 
acute communicable diseases, California State 


Department of Public Health in Berkeley. Dr, 
Wood practices medicine in Paradise, Calif, 


| 
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While the ecology of rabies in insecti- 
vorous bats is largely unknown, it is es- 
tablished that the virus may be present 
in the salivary glands and saliva’ ah *” and 
that some infected specimens may appar- 
ently harbor the virus as symptomless 
carriers.””** Whether this situation 
existed previously and is only now being 
recognized or is of recent origin is not 
known. Johnson” is of the opinion that 
rw: rabies in bats is of recent origin. Since 
the 1953, there have been numerous reports 
the in the United States of persons being bit- 
ten by bats. Some of the animals have 
tate been rabid, some not rabid, and others 
Dr. were not secured for rabies examination. 


Although epidemiological evidence has 
slowly accumulated incriminating insecti- 
vorous bats as a source of rabies infec- 
tion for man” and while transmission 
from a naturally infected insectivorous 
bat to laboratory mice has been demon- 
strated,® there has been no unequivocal 
evidence that rabid insectivorous bats 
have infected man or other animals in 
nature with the exception of the case to 
be described here. 

A fatal case of rabies in a California 
woman definitely incriminates the silver- 
haired bat, Lasionycteris noctivagans, a 
free-living, insectivorous species, as a 
source of the disease for man. 


For a salutary lowering of 
high blood pressure 


an effective 
salutensive agent 


saluretic and antihypertensive 


sustained-action hydroflumethiazide ‘Bristol’ 


As an antihypertensive: 
“a distinct advantage in the manifestations of 
..a superior foundation drug (hydroflumethiazide) 


for an antihypertensive regimen ... often the only drug 
required for effective therapy.":? 


...in other cases, enhances the antihypertensive effects 
of concurrently administered tranquilizers and gang- 
lionic blockers (usually permitting smaller dosage) .":?-4 
.. helps to restore “dry weight” while lowering blood 
pressure.' 
As a saluretic: 
“a marked advancement in the field of diuretic 
therapy”* 
.. prompt sodium excretion,'* with “a duration of at 
least 18 hours” on a single 50-mg. tablet.' 


-less potassium and bicarbonate excretion or pH 
change than with chlorothiazide or hydrochlorothiaz- 

.. well “repetitively effective.”*7 
INDICATIONS: Hypertension and hypertensive cardiovascular disease: 
Saluron induces a gradual but sustained decrease in abnormally elevated 
blood pressure—both systolic and diastolic. It has no significant effect on 
normal blood pressure. Saluron may be used successfully in conjunction 
with other antihypertensive agents. 

Edema: associated with cardiac or renal insufficiency, hepatic cirrhosis, 
pregnancy, premenstrual syndrome, or steroid administration. 
DOSAGE: Usually 1 tablet daily. Full information in package insert. 
SUPPLY: Scored eg tablets; bottles of 50. Syrup, containing 50 mg. 
per 5-ml. teaspoonful; bottles of 8 fl. oz. 


’ BRISTOL LABORATORIES, SYRACUSE, N. Y. 
Division of Bristol-Myers Co. 


HISTORY OF EXPOSURE 


On Saturday, August 30, 1958, a 53- 
year-old woman picked up a bat that 
was lying on the ground near the porch 
of her home in Magalia, Butte County, 
Calif. In attempting to place it in a tree 
where her two dogs would not further 
molest it, she was bitten on the middle 
finger of the left hand. 


The bat apparently appeared abnor- 
mal, for she telephoned a veterinarian, 
Dr. W. H. Martin of Paradise, Calif., 
about treating the bat for a broken wing. 
Dr. Martin, upon hearing she had been 
bitten, suggested the bat might be rabid 
and advised the woman to refrigerate the 
animal and notify the Butte County 
Health Department. Because of the La- 
bor Day weekend the health department 
was not notified until Tuesday, Septem- 
ber 2. 


The county health department labora- 
tory examined the bat’s brain and report- 
ed it positive for Negri bodies. A portion 
of the brain and the carcass of the bat 
were forwarded to the California State 
Department of Public Health. Identifica- 
tion of the bat and additional laboratory 
findings will be described later. 


On the basis of the county laboratory’s 
positive findings, the woman was admin- 
istered 3,000 units of hyperimmune anti- 
rabies serum intramuscularly late on Sep- 
tember 2, the third day after she was 
bitten. The following day Dr. Wood be- 
gan a course of rabies vaccine. The vac- 
cine, of duck embryo origin,” was ad- 
ministered in 14 daily injections. 

At the time this treatment was initiat- 
ed, the bite wounds consisted of two 
small healing punctures in the region of 
the second interphalangeal joint of the 
middle finger of the left hand. Local 
treatment was not administered because 
of the time interval between the bite and 
the healing of the wounds. 


Eight days after administration of the 
antiserum and 7 days after the start of 
the vaccine therapy, the patient devel- 
oped a skin rash with severe pruritus. 
Daily administration of the antihistaminic 
drug pyrilamine maleate was begun, and 
the next day strontium bromide with cal- 
cium gluconate was added to the ther- 
apy. However the rash persisted until 
shortly after the series of 14 doses of 
rabies vaccine was completed. At no 
time were members of the corticosteroid 
group of drugs administered. 

The woman apparently remained well 
until October 24, 1958, when she went 
to a local chiropractor complaining of 
numbness in the inner left arm, extend- 
ing to the first two fingers, and of pain 
in the region of the third thoracic verte- 
bra. She returned with the same com- 
plaints the next day. On October 26, the 
pain descended to the fifth or sixth 
thoracic vertebra, and she complained 
also of gas and pressure below the dia- 
phragm. From October 27 through 29, 
her chief complaint was abdominal pain. 
The chiropractor, as far as is known, was 
unaware of the bat incident. 

The chiropractor became increasingly 
concerned about the possibility of an in- 
testinal obstruction and repeatedly urged 
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The first full-range medication 
for chronic gout and gouty arthritis 
...new 


provides comprehensive treatment by combining in Average Dose: One tablet three times a 
one convenient dose: day after meals. Literature on method 
of administration and dosage is avail- 


FLEXIN® Zoxazolaminet: the most potent uricosuric able upon request. 


i 1-4 
agent available Supplied: TRIURATE is available as 


Colchicine: time-tested specific for gout—effective »eige, scored tablets, imprinted 
in preventing acute attacks'.5.6 


TYLENOL® Acetaminophen: effective, nonirritating (1) Boland, E. W.: World-Wide Abstracts 


3:11, 1960. (2) Kolodny, A. L.: J. Chron. 
analgesic’? which does not interfere with uricosuric Dis. 11:64, 1960, (3) Talbott, J. H.: 


action®® Arth. & Rheumat. 2:182, 1959. (4) 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and 
these clinical benefits: Gutman, A. B.: Am. J. Med. 25:401, 


+ promotes maxi ina t ti 1958. (5) Beckman, H.: Pharmacology 
pr imum urinary urate excretion in Clinical Practice, Philadelphia, 


+ markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- 
- relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 
40-A:994, 1958. (7) Batterman, R. C., 
lessens frequency and severity of acute attacks and Grossman, A.: J.A.M.A. 159: 1619, 
* facilitates resorption of existing tophi... 1955. (8) Connor, T. B.; Carey, T. N.; 
prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 
+ helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 
- maintains effectiveness with minimal side effects ished data. 
*Trade-mark . TU.S. Patent No. 2,890,985 
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REGARDLESS OF VIRULENCE, RESISTANCE, CHRONICITY 


A DISTINCTIVE ANTIMICROBIAL, TRIBURON PREVAILS OVER PRIMARY AND 
SECONDARY INVADERS PROMPTLY, SAFELY, WITH NO SIGNIFICANT LOSS 
OF ORGANISM SENSITIVITY.’ TWO FORMS: TRIBURON FOR SKIN AND WOUND 
INFECTIONS, TRIBURON-HC (WITH HYDROCORTISONE) TO COUNTER ITCHING 
AND INFLAMMATION AS WELL AS INFECTION. BOTH HAVE ACHIEVED IM- 
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ECZEMA, ACNE, ATOPIC DERMATITIS, NEURODERMATITIS, CONTACT DERMATITIS, 
STASIS ULCERS, HYDRADENITIS, SEBORRHEIC DERMATITIS, INFECTIOUS ECZEMA- 
TOUS DERMATITIS, WOUNDS AND LACERATIONS. 
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AVAILABLE: OINTMENT, CONTAINING 0.1 PER CENT TRIBURON CHLORIDE PLUS 0.5 PER CENT HYDROCORTISONE, IN 5-GM AND 
20-GM TUBES. 
REFERENCES: 1. R. J. SCHNITZER, E. GRUNBERG, W. F. DELORENZO AND R. E. BAGDON, ANTIBIOTICS & CHEMOTHER., 9:267, 1959. 
2. R. C. V. ROBINSON, ANN. NEW YORK ACAD. SC., 82:(ART. 1), 144, 1959. 3. E. EDELSON, E. GRUNBERG, A. D. CALABRESE AND T.V. MORTON, 
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orphenadrine 
citrate 


relieves 


with selective 
spasmolytic 


action 


indicated in all types of 
muscle spasm, includ- 
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tension spasm 


Restores mobility quickly and re- standard dosage 
lieves associated pain by prompt 
relaxation of only the muscle in for all adults regardless 
of age, sex, or weight: 
spasm. Prolonged action and po- 1 tablet (100 mg.) b.i.d.— 
tency provide all-day and all- easily remembered... 
night benefits...permitting un- offering better patient 
interrupted sleep...facilitating cooperation. 
rehabilitation. 
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“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” “Chlorothiazide is 
a safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.”’ Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


= more doctors are prescribing - 
= more patients are receiving the benefits of - 
= more clinical evidence exists for — 


“... Our program has been one of 
polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


in premens in edema 


“Chlorothiazide is an excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., - 
169:109, (Jan. 10) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tabfet DIURIL three times a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. 


| 

| in hypeptension 


® 


(CHLOROTHIAZIDE) 


than for all other divretic-antihypertensives combined! 


pregnancy 


| 


“One hundred patients were treated with “All three of the patients with Laen- “In a study of 10 patients with the 


oral chlorothiazide.” ‘‘In the presence of nec’s cirrhosis, ascites and edema nephrotic syndrome associated 
clinically detectable edema, the agent was had a favorable response, with a mean with various types of renal disease, 
universally effective.” ‘‘Chlorothiazide is weight loss of 8 Ibs., during the five- orally administered chlorothiazide 
at present the most effective oral diuretic day treatment period with a slight was a successful, and sometimes 
in pregnancy.” Landesman, R., Ollstein, decrease in edema.” Castle, C. N., dramatic, diuretic agent.” Burch, 
R. N. and Quinton, E. J.: N. Y. State J. Conrad, J. K. and Hecht, H. H.: Arch. G. E. and White, M. A., Jr.: Arch. 
Med., 59:66, (Jan. 1) 1959. Int. Med., 103:415, (March) 1959. Int. Med., 103:369, (March) 1959. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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digitalized and maintained with 
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GITALIGIN provides a maximum degree of control 
in cardiac therapy by reason of these distinctive 
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THERAPEUTIC RANGE ¢ FASTER RATE OF ELIMINATION 
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her to enter a hospital. On October 29 
she visited Dr. Wood with the complaint 
of acute abdominal distress. She was 
treated symptomatically and told to re- 
turn if she was no better in the morning. 
Since there was no improvement in her 
condition, she was admitted to a local 
hospital at 9:40 a.m., October 30. The 
diagnosis on admission was possible in- 
testinal obstruction and notations of pain 
in upper left abdomen, intermittent for 
10 days. On November 4 the woman 
died, 66 days following exposure, 49 
days after antirabies treatment had been 
completed, and 11 days after onset of 
symptoms. (See clinical history during 
hospitalization, p. A-148.) 


LABORATORY FINDINGS 


An autopsy was performed approxi- 
mately 13 hours after death. The only 
gross pathological finding was a 12-inch 
section of ileum, black in color and defi- 
nitely delineated. 

Bat and human brain material were 
submitted for further investigation to the 
virus and rickettsial disease laboratory, 
California State Department of Public 
Health, by the county health department. 
Findings are reported in full elsewhere” 
and are summarized here. 

Microscopic examination of tissue im- 
pressions of the human brain material, 
stained by Sellers method,” by the coun- 
ty health department and the State De- 
partment of Public Health, and examina- 
tion of tissue sections by the State agency 
all revealed the presence of intracyto- 
plasmic inclusion bodies not characteristic 
of Negri bodies. The histopathological 
picture was a diffuse nonsuppurative en- 
cephalomyelitis with the midbrain and 
brain stem especially affected. 

Suspensions of the bat brain and the 
human brain material both proved infec- 
tive for mice, and mouse brains all con- 
tained Negri bodies. The agent recovered 
from the human brain was further con- 
firmed as rabies by serum neutralization 
test, using hyperimmune antiserum of 
equine origin. 


OTHER POSSIBLE EXPOSURES 


The husband of the deceased woman 
told Dr. Kemp that he knew of no ex- 
posures experienced by his wife other 
than the bat incident. The two dogs that 
may have encountered the bat and two 
cats on the premises at the time of the 
incident were still in good health on 
March 3, 1959. 

The husband recalled that he had ob- 
served fecal droppings on a porch of the 
house on most mornings during the sum- 
mer prior to his wife’s exposure. From 
his description, these appear to have 
been bat droppings, and the porch prob- 
ably served as a night roosting site, per- 
haps for the moribund bat that his wife 
found. No droppings were observed after 
the date of the biting incident. 

During the winter, the husband stored 
boards in piles on the superstructure of 
his small sawmill, which is adjacent to 
the house. Early each spring when he 
moved the boards to spread them out 
over the superstructure of the mill for 
shade, he said that he frequently uncov- 
ered bats between the boards. 
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switch is on. 


And Pel-Clave is the only 
double jacket, portable 
Autoclave with a ther- 
mometer in the discharge 
line. Tells you at a glance 
when true sterilization 
has been reached. 


Shouldn’t you be thinking 
about a PEL-CLAVE in 
your practice? It will save 


YOUR @ IME 


YOUR @EMPERATURE 


YOUR @ressure 


ASSURANCE IS YOURS EVERY TIME 
WHEN STERILIZING 


THE PEL-CLAVE WAY 


PEL-CLAVE, Model GN, has been engineered to give you 
the three-fold requisite of true sterilization: 


The Pel-Clave is like an extra pair of hands. Set it...and forget it. 
Automatic controls maintain the correct temperature and pressure. 
As for speed, your unit stands ready for instant use as long as the 


ty 


Detailed literature available. 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


THE SILVER-HAIRED BAT 


The carcass of the bat which had bit- 
ten the woman was identified as a silver- 
haired bat, L. noctivagans, by Keith F. 
Murray, mammalogist, bureau of vector 
control, California State Department of 
Public Health, and confirmed by Seth 
Benson, Ph.D., Museum of Vertebrate 
a University of California, Berke- 
ey. 

L. noctivagans, the only species in its 
genus, is distributed widely over the 
northern part of North America. It in- 
habits forested areas and characteristical- 
ly roosts under loose slabs of bark on 
trees. The species is infrequently en- 
countered, although it is probably fairly 
common in suitable areas. Colonies have 
been found in the eastern part of the 


United States, but, in general, it is a 
solitary or free-living bat. 

It is generally accepted to be a migra- 
tory species. In California, although 
there is no clear evidence of migration, 
scattered records suggest movement to 
lower elevations in winter. The observed 
distribution in California is primarily in 
the northern forest areas, the Sierra Ne- 
vada range, and along the coast south to 
Monterey County. 

Butte County in northern California is 
divided into the Sierra foothills, which 
support open growths of blue oak wood- 
land, Ponderosa pine forest beginning at 
2,000 feet, and Douglas fir forest begin- 
ning at 3,000 feet. There is a Ponderosa 
pine forest in the immediate vicinity of 
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against recurrence and 
adverse reactions 
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12850 Mansfield Avenue 


COMPOSITION 
RIASOL contains 0.45% Mercury chemically come) 
bined with soaps, 0.5% Phenol, 0.75% Cresol, 
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ept. OA-660 
> Detroit 27, Michigan 


the house where the biting incident took 
place. About 1 mile distant is a large, 
freshwater reservoir. 

L. noctivagans has been found to be 
rabid in at least two other recent in- 
stances. One occurred in Osoyoos, Brit- 
ish Columbia, in August 1958. A bat 
found in an old shoe bit a 75-year-old 
man on the thumb and index finger of 
the left hand. Brain tissue and salivary 
glands of the animal, a mature female 
silver-haired bat, were inoculated into 
four mice each at the animal pathology 
laboratory, Canada Department of Agri- 
culture, in Vancouver. Between the 11th 
and 14th postinoculation day, all mice 
were dead. Microscopic examination re- 
vealed typical Negri bodies.’ 

Another silver-haired bat, submitted 
from Pueblo, Colo., in 1959, was report- 
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ed positive by the South West Rabies 
Investigation Station, Las Cruces, N. 
Mex.” 


RABIES IN NONSANGUIVOROUS BATS 


Prior to 1953 rabies in bats was be- 
lieved limited to the geographic areas in- 
habited by the vampire bat—Mexico, 
Central and South America, and Trini- 
dad.* Although a few isolations had 
been made from frugivorous and insec- 
tivorous species of bats in Brazil* and 
Trinidad,” these were considered to be 
infections related to the vampire reser- 
voir and were thought to play no role in 
the spread of the disease. 

The first identification of rabies in a 
nonsanguivorous bat in the United States 
was made from a Florida yellow bat, 
Dasypterus floridanus.”” The bat was 


killed while unprovokedly biting a 7. 
year-old boy in daylight on June 24, 
1953, in Florida. On September 23, 
1953, a bat attacked a woman standing 
at a lake front in Boiling Springs, Pa."* 
The carcass was inadvertently destroyed 
but it is believed to have been a hoary 
bat, Lasiurus cinereus. In both instances 
the bats were confirmed as rabid by lab- 
oratory examination. Both persons re- 
—_ antirabic treatment and remained 
well. 

Haupt and Rehaag™ reported a leaf- 
nosed bat, Phyllostoma supercilliatum, 
biting a calf which later developed para- 
lytic rabies. Bell’ achieved transmission 
of rabies by the bite of a naturally in- 
fected California myotis bat, Myotis cali- 
fornicus, on three of a litter of six mice. 

Since the initial isolation of rabies 
virus from an insectivorous bat in Florida 
in 1953,” rabies has been identified in 
nearly 300 bats of 19 bat species, 4 soli- 
tary and 15 colonial, from 19 States in 
widely divergent areas of the United 
States (personal communication from E. 
S. Tierkel, Communicable Disease Cen- 
ter, April 30, 1959). The greatest num- 
ber of isolations has been made in the 
southwest. 


BAT-ASSOCIATED RABIES IN HUMANS 


While the transmission of rabies infec- 
tion from the vampire bat to man has 
been well authenticated,” we are aware 
of only five reported instances of rabies 
in humans associated with insectivorous 
bats. other than the case reported here. 
The first case, reported by Sulkin and 
Greeve,“ was in a 43-year-old woman 
who died of rabies in Texas in 1951. She 
stooped to look at a bat lying at the side 
of a road near her home. The bat flew 
up and bit her on the left forearm. Six- 
teen days later she became ill. She was 
admitted to a hospital 5 days later with 
a diagnosis of bulbar poliomyelitis. She 
died on the fourth day she was in the 
hospital. Negri bodies were observed on 
microscopic examination of brain tissue. 
The bat was neither identified nor ex- 
amined for rabies. 

The second case occurred in India.” 
A railway worker, 48 years old, noticed 
some boys pelting a bat with stones. He 
was bitten viciously on the forearm when 
he attempted to place the bat in a tree. 
He went to a physician 3 months later 
complaining of malaise and difficulty in 
swallowing. He had a temperature of 
100° F. His condition deteriorated rap- 
idly and he died on May 24, 1954. The 
species of bat was not identified nor was 
it examined for rabies. 

The third case, reported by Irons and 
coworkers,” was in a Texas State Health 
Department entomologist who died of 
rabies on January 4, 1956. He had been 
engaged in research on bat rabies in 
Texas, capturing, handling, and banding 
insectivorous bats in caves from April 
through November 1955. Isolation of 
rabies virus had been made from bats 
taken from the caves where he had 
worked. He had also inoculated bats 
with rabies virus several months before 
his death. How and when he was in- 
fected even he did not know. He is 
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“R Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients 
with inflammatory (non-traumatic) neuritis if treatment 

with Protamide is started promptly after onset. 

Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 

For example, in a 4-year study’ and a 26-month study” 

a combined total of 374 neuritis patients treated with Protamide 
during the first week of symptoms responded as follows: 


60% required only 1 or 2 daily injections for 


complete relief 


96% experienced excellent or good results with 5 or 

less injections 
Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 


Protamide is available at pharmacies and supply 
houses in boxes of ten 1.3 cc. ampuls. 
Intramuscularly only, one ampul daily. 
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known to have worked extensively, how- 
ever, in Frio Cave, Uvalde County, a 
cave which figures prominently in the 
history of the fourth case. Rabies infec- 
tion in the entomologist was confirmed 
by positive mouse inoculation test. 

The cause of death in the fourth case 
has been confirmed but how the infec- 
tion was incurred is not clear.” A con- 
sultant mining engineer died of rabies in 
Wadsworth Veterans Administration Hos- 
pital, West Los Angeles, Calif., on June 
3, 1959. He is known to have explored 
bat caves in the Big Bend country of 
Texas as possible locations for mining 
bat guano. Between April 17 and 28, 
1959, he visited Hawkey Cave, Pecos 
County; Frio Cave, Uvalde County; 
Fern Cave, Val Verde County; and Dun- 
bar Cave, Edwards County. 
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He told a friend that in one cave, be- 
lieved to be Frio Cave, the bats were 
very numerous and he had had to hold 
his flashlight above his head to protect 
himself. During this time a bat nicked 
him in the face. However, prior to 
death he was emphatic in denying that 
he had been bitten by a bat or other 
animal. He also visited Mexico during 
the periods April 9-14 and May 11-14, 
but is thought not to have visited bat 
caves there. 

On May 26 he became nauseated and 
vomited, and complained of pain in his 
left hand and arm. He was admitted to 
the hospital June 1. 

The clinical history following hospitali- 
zation is one of dyspnea, Cheyne-Stokes 
respiration, periods of depression, con- 
tinuous retching, hypersensitivity, anx- 


iousness, sweating, hydrophobia, rapid 
deterioration, and death. Temperature 
was just above normal on hospital ad- 
mittance and reached 103° F. terminally, 
A clinical diagnosis of rabies was reached 
early on June 2. Death occurred on 
June 3. 

Microscopic examinations of brain ma- 
terial by the Los Angeles City Health 
Department and the University of Cali- 
fornia at Los Angeles Medical School 
were negative for Negri bodies. Mouse 


CLINICAL HISTORY 
DURING HOSPITALIZATION 


First hospital day. Meperidine hydro- 
chloride, an analgesic, phenothiazine 
chlorpromazine, a depressant, and seco- 
barbital sodium, a sedative and hypnotic, 
were administered as required. Roent- 
genographic gastrointestinal studies re- 
vealed essentially negative findings. An 
electrocardiogram showed an abnormal 
picture which was interpreted as myo- 
cardial strain. 

The results of blood studies follow: 


4,650,000 (appears 
slightly 
hypochromic ) 

87 percent, 13.6 gm. 


16,300 
Total polymorphonuclear 
leukocytes 
Nonsegmented 
Segmented ... 
Eosinophiles 
Basophiles 
Total lymphocytes 
Monocytes 
Myelocytes 


Temperature ranged from 96.8° to 
98.0° F., pulse from 75 to 80, and res- 
pirations from 12 to 20 per minute. 

Second hospital day. The patient com- 
plained of pain in the abdomen, arms, 
and back and was extremely restless. 
Urinary incontinence was noted, and she 
was reported to have been immodest 
before visitors. She was again given 
meperidine hydrochloride and pheno- 
thiazine chlorpromazine. Neostigmine, a 
parasympathetic nerve supply stimulant, 
phenobarbital, belladonna, and atropine 
were also administered. A urinalysis re- 
vealed largely negative findings with the 
exception of large amounts of acetone. 

The patient’s temperature ranged from 
98.2° to 98.6° F., her pulse from 88 to 
102, and respirations from 15 to 24 per 
minute. 

Third hospital day. The patient had a 
good appetite for breakfast but ate little 
in the latter part of the day. She had 
poor muscular control of the extremities 
and complained of pain in many parts of 
her body. She was again given meperi- 
dine hydrochloride, phenothiazine chlor- 
promazine, belladonna, and, in addition, 
acetophenetidin-acetylsalicylic acid-caf- 
feine. 

Fourth hospital day. The patient com- 
plained of severe pain, especially in the 
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abdomen and down the legs. She ate 
well, however. Late in the day she be- 
came restless and tossed and turned a 
great deal. She was given meperidine 
hydrochloride, phenothiazine chlorpro- 
mazine, belladonna, secobarbital sodium, 
and phenobarbital. 

The results of a spinal fluid examina- 
tion were: appearance—clear; white 
blood count—none; protein—120 mg. 
percent; sugar—77 mg. percent; and 
Pandy test—positive. 

Temperature ranged from 98.6° to 
99.6° F., pulse from 70 to 100, and res- 
pirations were 20 per minute. 

Fifth hospital day. The patient was 
extremely restless, complaining of pain 
in her stomach and inability to eructate 
and pass flatulence. She stated she was 
unable to feel hypodermic injections, yet 
complained of wrinkles in the bedsheets. 
She had less control of her extremities 
than on previous days but ate an evening 
meal. She was again given meperidine 
hydrochloride, phenothiazine chlorpro- 
mazine, and belladonna. Her tempera- 
ture rose continuously from 99.8° at 7 
am. to 102.2° F. at 7 p.m. Her pulse 
ranged from 96 to 112 and respirations 
were 20 to 34 per minute. 

Sixth hospital day. The patient com- 
plained of abdominal distress and in- 
ability to swallow the mucus which ran 
almost continuously from her mouth. She 
also complained of a feeling of heaviness 
in her chest. She deteriorated rapidly in 
the afternoon. Temperature, pulse, and 
respirations all rose briefly in the early 
afternoon to 102.4° F., 120, and 30 per 
minute, respectively, and dropped just 
prior to death, which occurred at 6:30 
p.m. 


inoculation tests by both laboratories re- 
vealed a pathogenic agent, which killed 
the mice in 6 days, but examination of 
the mouse brains failed to reveal Negri 
bodies. The identity of the mouse patho- 
genic agent as rabies virus was confirmed 
by positive serum neutralization tests in 
mice and the finding of Negri bodies in 
the brains of second passage mice. 

The fifth case occurred in a 44-year- 
old man in Wisconsin.** On August 8, 
1959, a sleeping farmer in Blue River 
was bitten on the lobe of the right ear 
by a bat that flew in the window. On 
August 29 he complained of tingling and 
pain in the area of the right ear. He 
died on the morning of September 4, 
1959. Microscopic examination of brain 
tissue taken at autopsy revealed Negri 
bodies and mouse inoculation test was 
positive for rabies. The bat incident was 
the farmer’s only known contact with a 
possible rabies vector. The bat was not 
identified or examined for rabies because 
it was eaten by the family cat. 


BAT RABIES AS A PUBLIC HEALTH 
HAZARD 


Evaluation of the role of bat rabies in 
the epidemiology and ecology of the dis- 
ease in the United States is extremely 
difficult. Despite the widespread reser- 
voir of the disease in bats the evidence 
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early as a week after the missed menses. 

1. Schwartz, H.A.: Editorial, Minnesota Med. 42:1279, 1959. 
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of transmission from bats to terrestrial 
animals is negligible. 

The direct public hazard of rabies in 
bats is likewise somewhat difficult to 
evaluate. Cursory review of various re- 
ports of human exposures in this country 
and Canada indicates at least 75 persons 
have been reported to have been bitten.” 
The actual number of persons bitten by 
bats certainly is greater than the report- 
ed figures indicate. In the majority of 
reports which include the circumstances 
of the bite the bitten persons subjected 
themselves to exposure through handling 
an abnormal- or ill-appearing bat. 

Few indicate unpro- 
voked attack. These circumstances close- 
ly parallel experience in California. 

The first recognition of bat rabies in 
California was made in 1954." Subse- 


quent recognitions have brought the total 
number to 35 comprising at least 8 
species from 14 counties. 

Two of the 35 were apparently normal 
specimens collected in surveys. Two were 
found dead, one in a fishpond and one 
on the ground. Twenty-eight were ill, 
partially paralyzed or moribund when 
found. One was disturbed, during day- 
light, on the ground by the bitten person. 

Only two bats made unprovoked at- 
tacks, one on a boy and his grandfather 
and one on a dog. 

Of persons exposed in California, five 
(three adults and two children) are defi- 
nitely known to have been bitten; two 
children may possibly have been bitten; 
and three children were contacts, but 
apparently not bitten. Eleven domestic 
pets (seven dogs and four cats) have 
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been contacts to rabid bats in California. 
With but one exception, all persons bit- 
ten in California exposed themselves by 
handling bats which exhibited signs of 
abnormality, such as partial paralysis. 

A total of 92 cases of rabies in humans 
were reported in the United States dur- 
ing the 8-year period 1951-58, of which 
only 3 were associated with exposure to 
bats, an incidence of about 3 percent. 
Thus, the available evidence indicates 
the hazard of direct transmission of 
rabies from bats to man is minor com- 
pared with that of transmission from 
terrestrial animals. 


DISCUSSION OF THE CASE HISTORY 


The woman in the case history related 
earlier received what is usually consid- 
ered to be an adequate course of anti- 
rabic treatment,” initiated within 3 days 
after exposure. Despite the treatment, 
she succumbed to rabies 66 days follow- 
ing exposure and 49 days after comple- 
tion of treatment. The case clearly rep- 
resents an instance of treatment failure. 
The nature of the bite wounds and the 
size of the animal to which she was ex- 
posed would seem to preclude the possi- 
bility of implantation of an overwhelming 
inoculation of rabies virus. There is noth- 
ing in the woman’s past history to sug- 
gest undue susceptibility to infection, 
such as agammaglobulinemia. 


SUMMARY 


On August 30, 1958, a woman was 
bitten on a finger of the left hand by a 
silver-haired bat (Lasionycteris noctiva- 
gans) near Magalia, Butte County, Calif. 
The woman was bitten during unnec- 
essary handling of the bat which be- 
haved abnormally. The animal was 
proved rabid by the finding of Negri 
bodies in impressions of bat brain ma- 
terial and isolation of rabies virus by 
mouse inoculation. The patient was ad- 
ministered what is usually considered to 
be an adequate course of antirabies 
treatment, initiated on the third day fol- 
lowing exposure. Treatment consisted 
of 3,000 units of hyperimmune nti- 
rabies serum followed by 14 doses of 
rabies vaccine of duck embryo origin. 
Although treatment was complicated by 
a skin rash, the woman remained well 
until October 24, 1958, when she com- 
plained of numbness in the left arm and 
fingers and of pain between her shoul- 
ders. Her condition gradually deterior- 
ated, becoming complicated by an 
ascending paralysis. Death occurred on 
November 4, 1958. Rabies virus was 
isolated from her brain and identified 
by serum virus neutralization test. The 
case constitutes an instance of antirabies 
treatment failure. 

The case is believed to be the first 
fully documented instance of transmis- 
sion of rabies from nonsanguivorous bat 
to man. 

Present knowledge of the extent of 
the insectivorous bat rabies reservoir in 
in the United States and five other 
human cases of rabies associated with 
insectivorous bats are reviewed. The 
public health hazard of rabies in in- 
sectivorous bats is discussed. 
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NIAMID’ 


brand of nialamide 


the mood brightener 


Now you can treat the underlying cause 
of many imaginary ills 


When ills turn out to be imaginary, depression usually is the cause of annoying 
symptoms. In many such instances, NIAMID can raise the patient’s spirits, free her 
from the doldrums of imaginary disease, and renew her interest in friends 

and family. 


NIAMD treats the underlying cause of many depressive syndromes, occurring alone 
or complicating a physical disorder. This effect appears to be achieved by 
restoring neurohormone balance. Response to the gradual, gentle action of NIAMID 
begins within a few days in some patients, and in most other patients within 
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prescriptions in many clinical conditions— more than 90 published papers. 


NIAMID is supplied as 25 and 100 mg. scored tablets. A Professional Information Booklet 
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One Novahistine Singlet tablet usually gives prompt and continuous relief in sinusitis. 
It combines the decongestive Novahistine Effect with a virtually nontoxic, well-tolerated 
analgesic, Novahistine Singlet relieves pain, opens blocked nasal sinuses, reduces 
edema and helps restore normal sinus drainage and ventilation. 

Dosage: One tablet every 6-8 hours (usually morning, afternoon and bedtime). 


Each Novahistine® Singlet tablet contains 40 mg. phenylephrine HCI, 8 mg. chlorprophenpyridamine 
maleate and 500 mg. APAP (N-acetyl-p-aminophenol). Supplied in bottles of 50 tablets. 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 8 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 
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Acts swiftly — the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 


Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 
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Make reservations for 


A. T. STILL 
Memorial Luncheon—NOW! 


HEAR the inspiring address, “SIXTY-FIVE YEARS OF 
OSTEOPATHY—A PUBLIC TRUST,” by Morris Thomp- 
son, D.Sc., President, Kirksville College of Osteopathy 
and Surgery. 


WHEN — Tuesday, July 19, 12:30 p.m. 


WHERE —Colonial Room, Hotel Muehlebach, 
Kansas City, Mo. 


SPECIAL price of $2.00 for those preregistering for the 
64th Annual Convention of the American Osteopathic 
Association. Remit $2.00 for each luncheon ticket desired 
when sending in registration fee. Luncheon tickets sold 
at the Convention will cost $5.00 each. 


HURRY and send for your luncheon tickets, as only 325 
persons can be accommodated. 
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ANTIAMEBIC ACTIONS. USEFUL IN INFEG- 
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MANDELAMINE 


brand of methenamine mandelate 


This is why Mandelamine is so excellent to use 
in chronic resistant urinary disorders. Antibac- 
terial but not antibiotic, Mandelamine is highly 
effective against many organisms resistant to anti- 
biotics (and sulfas, too). And since Mandelamine 
works solely within the urinary tract, sensitivity 
risks and systemic reactions are relatively rare, 
even during prolonged usage. Mandelamine is 
effective, well tolerated, and economical, too. 
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DOSAGE: Adults—average dose is 2 Mandelamine 
Hafgrams, q.i.d. Children over 5—1 Mandelamine 
Hafgram q.i.d. Children under 5—1 tsp. Mandel- 
amine Suspension q.i.d. supPLIED: Mandelamine 
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TA R G ET ACTI 0 N specifically on the large bowel 
© selective peristaltic stimulant + smooth, overnight action 
* nogriping ° well tolerated, non-habituating 
Available in 75 mg. scored tablets and suspension. 


(1,8-dihydroxyanthraquinone) 
* Double-strength capsules for maximum 
economy and convenience. 
(Dorbane, 50 mg. + dioctyl sodium sulfosuccinate, 100 mg.)* 
* For lower dosage and in children. 


Available in capsules and suspension. 
(Dorbane, 25 mg. + diocty! sodium sulfosuccinate, 50.mg.)* 


(Marks, M. M.: Clin. Med. 4:151, 1967.) 


Schenfabs, SCHENLABS PHARMACEUTICALS, INC * New York 1, N. Y. Manufacturers of NEUTRAPEN@ for penicillin reactions. 


GTRADEMARKS REG. U.S. PAT. OFF. DORBANTYL FORMULA PATENTED. 65059 


: 


-after the first dose of 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HC] 


This is why Pyridium is so desirable for urologic 
patients with pain, burning, frequency or urgency. 
Pyridium brings fast comforting relief—usually 
within 30 minutes—because of its local analgesic 
effect. Since Pyridium is compatible with all anti- 
bacterials, it permits more flexible therapy. Thus, 
you can give the agent of your choice to control any 
underlying infection. And unlike fixed analgesic- 


antibacterial combinations, Pyridium provides 
greater symptomatic relief in the recommended 
daily dose. This relief can be maintained for as long 


as necessary because Pyridium is ex- 
tremely well tolerated. AVERAGE DOSE: (Ren 
Adults—2 tablets t.i.d. Children (9 to 
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90% of anxious, agitated 
and apathetic office patients 


calmed without drowsiness 
and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 
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In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.”! 


@ In 1164 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%.? 
@ PERMITIL is virtually free from side effects at recom- 
mended dosage levels. 

m Patients become calm without being drowsy and normal 
drive is restored. 

m= Onset of action is rapid; effect is prolonged. 

m PeErmitit does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 
How to prescribe Permitit: The lowest dose of Permitit that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 


such patients, the total daily dose may be increased to a maximum of 
2 mg., given in divided amounts. Complete information concerning the 


use of PERMITIL is available on request. 
SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 


& 
& 
} 
a 
q 
3 
4 
a 
: 


Fastest, Most Confident W 


to DIAGNOSIS 

and MANAGEMENT 
of 67 common 
infectious and 
communicable 
diseases! 


New 4th Edition Top a 
COMMUNICABLE AND INFECTIOUS DISEASES 


Diagnosis © Prevention © Treatment 


The fastest, most confident way you can keep up to date on all of the dynamic 
changes in the diagnosis, prevention and treatment of communicable and infec- 
tious diseases is with the new 4th edition of COMMUNICABLE AND INFECTIOUS 
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genetics as applied 
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osteogenesis imperfecta, 
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By VICTOR A. McKUSICK, M.D., Associate Professor of Medicine, Johns Hopkins Uni- 
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Mortality among 


overweight women* 


Overweight adversely affects the health 
and longevity of women, although to a 
lesser extent than in men. New infor- 
mation on the mortality of overweight 
women is available from the Build and 
Blood Pressure Study, 1959, of the So- 
ciety of Actuaries, which included the 
experience of women aged 15-69 years 
accepted for Ordinary insurance in the 
period 1935-53 and traced to the anni- 
versary of their policies in 1954. Al- 
though all these women were given 
medical examinations at the time they 
applied for insurance, the examinations 
were generally less extensive than those 
of men. 

The extent to which mortality among 
insured overweight women is greater 
than that for all women insured as stand- 
ard risks, according to degree of over- 
weight and age at application for insur- 
ance was shown. In the broad age range 
15-69 years, the mortality for women 
10 percent or more overweight was 18 
percent in excess of that for standard 
female risks; for women 20 percent or 
more overweight, the excess was 25 per- 
cent. The excess mortality rose steadily 
with increase in degree of overweight— 
from 9 percent for women 10 percent 
overweight, to 30 percent for those 30 
percent overweight. The findings for 
obese women, moreover, understate their 
true mortality inasmuch as they were 
subject to careful selection. 

*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, March 1960. This 
article deals with the major findings and im- 
plications of the Build and Blood Pressure 
Study, 1959, recently published by the Society 
of Actuaries. This investigation covered the 
experience of several million people insured by 
26 large Life insurance companies in the 


United States and Canada during the period 
1935-53. 
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Women apparently withstand the ef- 
fects of overweight better than men do. 
For any degree of overweight, the excess 
mortality among women is less than it is 
among men. For example, for women 
who at issue ages 15-39 years were 20 
percent overweight, the mortality was 15 
percent above that for all standard fe- 
male risks; the comparable group of men 
had a mortality 24 percent higher than 
that for all standard male risks. A major 
reason for this difference is that normal 
variation in weight is relatively greater 
for women than for men. 

Overweight women in every age 
period have a higher mortality than 
those whose weight is close to average, 
the excess mortality increasing with ad- 
vance in age. Thus, for women who 
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were in the age range 15-39 years and 
10 percent or more overweight when 
insured, the mortality was 14 percent 
above that for standard female risks at 
these ages; in like manner, the excess 
mortality for women at ages 40-69 was 
23 percent. For the younger women 20 
percent or more overweight, the corre- 
sponding excess mortality was 21 per- 
cent, and for the older women 32 
percent. The degree of excess mortality 
among overweight women did not vary 
significantly according to height. 

The disadvantage of overweight in 
women shows up even more distinctly 
when their mortality is compared with 
that of moderately underweight women 
who experienced the lowest mortality. 
On this basis, the excess mortality at 


issue ages 15-69 was more than 30 per- 
cent for women who were 10 percent or 
more overweight, and about 40 percent 
for those who were 20 percent or more 
overweight. 

Even for overweight women who were 
reported to have had no known minor 
impairmentst when insured, the mortal- 
ity is higher than the average for all 
women accepted for Ordinary insurance, 
For those 10 percent or more over- 
weight, the excess was 9 percent at issue 
ages 15-69, and 15 percent for those 20 
percent or more overweight. In general, 
the pattern of mortality is similar to 
that in all cases, with or without minor 
impairments, but the figures are consist- 
ently at a lower level. The women with- 
out known minor impairments who were 
10 percent overweight show little in- 
crease Over average mortality, although 
about 10 percent higher than the death 
rates for underweight women with low- 
est mortality. 

The elevated mortality of overweight 
women is due primarily to the excess 
toll from the cardiovascular diseases; this 
is evident from the experience of women 
about 15 percent or more overweight. 
Although heart disease accounts for a 
much smaller proportion of the total 
mortality among women than among 
men—the proportions being a little more 
than one fourth and nearly half, respec- 
tively—the heart disease rate among the 
overweight women is about 50 percent 
above that for standard female risks. 
The mortality from vascular lesions of 
the central nervous system (including 
cerebral hemorrhage and_ thrombosis) 
shows an excess of nearly one third. 
For malignant neoplasms, the. leading 
cause of death among women in the age 
range covered by this insurance experi- 
ence, the mortality is about one eighth 
higher than that for all women accepted 
as standard risks. Diabetes, though a 
less important cause of death, shows 
relatively the greatest degree of excess 
mortality—nearly double the expected. 
The mortality from digestive tract dis- 
orders is also elevated, primarily re- 
flecting above-average frequency of gall- 
stones and other biliary tract and liver 
disorders. 

The splendid health record of women 
in the general population of the United 
States and Canada—about the best in 
the world—could be further improved 
if overweight women shed their excess 
weight. This, it is expected, would re- 
duce their mortality from cardiovascular 
disease, diabetes, and: other conditions 
which account for the excess mortality of 
overweights. Ineed, the control of the 
conditions in which overweight plays a 
distinct role offers the best prospects for 
further substantial reduction in the al- 
ready low death rate of women. 


+A number of the women in this study, in ad- 
dition to being overweight at the time they 
were insured, had some minor impairment, such 
as slight elevation of blood pressure, or minor 
circulatory or urinary impairments.. None of 
these impairments, however, would bar the 
women from obtaining standard insurance. In 
fact, even the overweight women who were 
rated as substandard risks were so classified 
only because of their weight; in all other re- 
spects they were considered to be average or 
better risks 
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Control of 


staphylococcal 


food poisoning* 
Benjamin E. Hodge, M.D.+ 


Staphylococcal food poisoning is over- 
whelmingly the most prevalent of food- 
borne infections in the United States. 
The need for improved methods of con- 
trolling the disease is indicated by the 
number of outbreaks reported in the an- 
nual summaries of disease outbreaks, 
which show little evidence of decrease 
in incidence.** 

Factors responsible for outbreaks of 
staphylococcal food poisoning have not 
been clearly defined. It is difficult, if not 
impossible, to determine those conditions 
required to render food poisonous be- 


*Reprinted from Public Health Reports, April 
1960. 


7Dr. Hodge, who died November 28, 1958, 
was medical supervisor of the general services 
department of E. I. du Pont de Nemours & 
Co., Wilmington, Del., and for several years 
served on the medical staff of the Johns Hop- 
kins Hospital, Baltimore. 


cause no satisfactory laboratory test has 
been found for the presence of staphy- 
lococcus enterotoxin in food.’ At present, 
the only means of clarifying these factors 
appears to be through analysis of un- 
selected outbreaks of this disease. 
Ninety-five outbreaks of staphylococcal 
food poisoning in 1955 and 1956, re- 
ported in the weekly communicable dis- 
ease summaries issued by the Public 
Health Service, were surveyed. More 
complete data on 89 of them were ob- 
tained from the State, county, and city 
health officers reporting the incidents. 


ANALYSIS OF OUTBREAKS 


The diagnosis of staphylococcal food 
poisoning is generally based on circum- 
stantial evidence, not on demonstrated 
presence of enterotoxin in food. In this 
series the diagnosis was based on opin- 
ions of health officers originally reporting 
the outbreaks and on the finding of 
staphylococci in food. Since staphylo- 
cocci are ubiquitous and many strains 
are not enterotoxigenic, the mere pres- 
ence of staphylococci in food is not 
sound evidence for the diagnosis of this 
disease. However, in this survey, the 
diagnosis of staphylococcal food poison- 
ing was supported by two types of sup- 
plementary evidence: the type of staphy- 
lococcus found in the incriminated food 
and the incubation periods of the out- 
breaks. 

In the 75 outbreaks which reported 


such information, the organisms consid- 
ered to be staphylococci were classified 
as follows: 


Classification 
Coagulase positive 
Coagulase negative 
Staphylococcus aureus 
Staphylococcus albus 


Thus, of 75 outbreaks, 71 percent of 
the staphylococci were coagulase posi- 
tive; 60 percent, aureus; and 37 percent 
were hemolytic. Phage typing and bac- 
terial counts were each reported in three 
instances, and kitten test for presence of 
enterotoxin once—too seldom to be of 
significance. These data indicate, but do 
not prove, that the organisms generally 
found were enterotoxigenic. 

The incubation periods were recorded 
in 77 outbreaks. 

Number Percent 
of outbreaks of outbreaks 
61 79.2 
11 14.3 
More than 8 hours 5 6.5 


The incubation periods in this series 
agree with those accepted for this dis- 
ease. In Feig’s series,* the incubation 
periods in 50.5 percent of the outbreaks 
of staphylococcal food poisoning were 
less than 4 hours and in 86 percent were 
less than 8 hours. Comparison of in- 
cubation periods of staphylococcal food 
poisoning with those of other common 
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foodborne diseases shows the impor- 
tance of this particular item. Feig report- 
ed the median incubation period of 
salmonellosis as 19.9 hours and of dys- 
entery as 53.4 hours, and Dack” reported 
the incubation period of botulism as 12 
hours to many days. Consequently, it 
appears that the outbreaks surveyed 
were classified as staphylococcal food 
poisoning with reasonable accuracy. 


FACTORS RESPONSIBLE 


Dack showed that staphylococcal food 
poisoning may result after ingestion of 
certain foods which had been contami- 
nated by enterotoxigenic staphylococci 
and had remained at proper temperatures 
long enough to produce dangerous 
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amounts of enterotoxin. Overt infections 
of food handlers and_ uncleanliness 
have been commonly assumed to be the 
sources of contamination of food, al- 
though no general survey has been re- 
ported to determine the over-all signifi- 
cance of such infections or unclean prac- 
tices. Furthermore, types of food capable 
of acting as vehicles of this disease and 
methods of handling food permitting 
formation of dangerous amounts of en- 
terotoxin have not been clearly defined. 

Types of Food Acting as Vehicles. In 
94 out of 95 outbreaks, the vehicle of 
this disease was reported as cooked food, 
which contained large proportions of 
protein. This is in agreement with other 
observations. In 63 outbreaks, or 67 per- 


cent, the vehicles were food mixtures 
such as tuna salad, turkey salad, creamed 
chicken, potato salad, meat loaf, chicken 
pie, egg salad, and cream-filled pastries, 
Such mixtures are usually handled ex- 
tensively after cooking. 

Raw and freshly cooked meats were 
not reported in this series and cannot 
be found recorded in the literature as 


| the vehiele of staphylococcal food poi- 


soning, regardless of state of preserva- 
tion of meat prior to cooking. The fact 


| that many people throughout the world 


consume putrid meat with impunity in- 


| dicates that raw foods probably are in- 


capable of acting as vehicles of this dis- 
ease. Unfortunately, no experiments 
have been reported to substantiate or 
deny this thesis. 

Vegetables, unmixed with high-protein 
foods, were not reported as the vehicle 
in any outbreak in this series. Careful 
differentiation should be made between 
vegetables mixed with high-protein 
foods, such as potato salad containing 
eggs or mashed potatoes prepared with 
milk and eggs, and vegetables unmixed 
with any high-protein items. 

Food Handlers’ Infections and Un- 
cleanliness. Specific questionnaires were 
sent to all health officers originally re- 
porting outbreaks to determine whether 
(a) food handlers were examined in con- 
nection with the outbreaks, (b) any in- 
fection of food handlers was found, (c) 
the utensils and premises were inspected, 
and (d) any unclean practices were dis- 
covered. 

Visible infections of food handlers 
were reported in only nine outbreaks and 
were listed as “some lesions on hands of 
one food handler,” “burn from bleach,” 
“infection of eyelid,” “blister on hand,” 
“cuts on hand,” “two bakers had chronic 
paronychiae,” “skin lesions,” “healing 
lesion on hand,” and “one cook had 
eczema.” Thus, infections of food han- 
dlers, including questionable ones, were 
not commonly reported in association 
with outbreaks of staphylococcal food 
poisoning. 

Insanitary practices were reported in 
only 13 outbreaks. In four outbreaks 
the practices were described as “un- 
clean” without details given. Other de- 
scriptions were “roaches, flies, and 
unclean premises and equipment,” “dirty 
refrigerator,’ “debris slicing ma- 
chine,” “not adequately sanitized,” “sani- 
tation poor in pastry shop,” “utensils 
dirty, garbage storage poor,” “custard 
gun eroded,” “careless,” and “terrible.” 

Abnormal environmental conditions, 
including both infections of food han- 
dlers and uncleanliness, were reported 
in a total of 21 outbreaks—1 outbreak 
reporting both uncleanliness and _ infec- 
tion of food handler. In 50 outbreaks, 
examinations of food handlers and in- 
spections of premises revealed neither 
infections of food handlers nor uncleanli- 
ness. In 24 additional outbreaks, there 
was no record of either infection or un- 
cleanliness, but reports on this group 
should be discounted since the data were 
not complete. Thus, of 71 outbreaks 
reporting complete information, in 70 
percent no obvious environmental condi- 
tions which could act as a source of 
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contamination of food by staphylococci 
were observed. 

Methods of Handling Food. The man- 
ner of handling vehicles of these out- 
breaks was investigated through the 
following questions sent to various 
health officers. Was the vehicle of food 
poisoning inadequately refrigerated after 
cooking, and, if so, under what condi- 
tions and how long? Was the vehicle 
inadequately heated after cooking? If 
so, under what conditions and how 
long? Was the food left over or cooked 
the day before it was consumed? 

Leftover food was reported as the ve- 
hicle of 81 outbreaks. In only five out- 
breaks was the vehicle food cooked on 
the day of consumption. No information 
was available in nine outbreaks. Thus, 
leftover food was the reported vehicle of 
this disease in 94 per cent of 86 out- 
breaks reporting this information. 

Unrefrigerated food was reported as 
the vehicle in 74 of 83 outbreaks supply- 
ing information on manner of handling 
food after cooking. The minimal length 
of time and temperature of keeping food 
unrefrigerated are of great importance 
in defining the rate of enterotoxin pro- 
duction resulting in food poisoning. The 
length of time food was kept unrefriger- 
ated was tabulated. 


Number of 
Time period outbreaks 
Less than 4 hours 
4-8 hours 
More than 8 hours 
Unknown 


From these data it appears that food 
can be rendered poisonous within 4 
hours. However, careful scrutiny of the 
six outbreaks in which food was reported 
unrefrigerated for less than 4 hours 
shows that two of them involved cream- 
filled pastries. Here adequate’ chilling 
of the custard filling was evidently de- 
layed long after being placed in the 
refrigerator because of insulation of the 
pastry capsule. In two other outbreaks 
food was alternately warmed and inade- 
quately chilled. The two remaining in- 
stances both involved potato salad, which 
may have been unchilled for less than 
4 hours. The author witnessed one out- 
break in which potato salad containing 
eggs was prepared after 8 a.m. and con- 
sumed at 11:30 a.m.; six cases of staphy- 
lococcal food poisoning resulted. These 
cases indicate that unrefrigerated, cooked 
protein food may become poisonous 
within 4 hours, but that a period of 8 
hours or longer is more common. 

No precise information regarding the 
temperatures which permitted food to 
become poisonous could be obtained by 
examination of the circumstances of 
keeping the vehicles. Temperatures were 
recorded predominantly as “room tem- 
perature.” 


In 13 outbreaks, cooked protein food 
was reported inadequately heated. The 
circumstances appear to have been 
nearly ideal for bacterial growth: in five 
instances food was kept on a warm 
steamtable; and in one instance each in 


defective oven, in warming oven, under 
burnt-out infrared lamps, on warming 
table, and in oven with pilot light burn- 
ing. The specific circumstances were 
not mentioned in three instances. 


In four outbreaks the food was con- 
stantly refrigerated after cooking. Two 
of these outbreaks involved Boston 
cream pie and chocolate eclairs, in 
which encasing pastry acts as efficient 
insulation. We have found that 3 hours 
or more are required to lower the tem- 
perature of custard within eclairs from 
80° to 50° F. when refrigerated con- 
stantly at 38° to 42° F. Thus, custard- 
filled pastries reported constantly refrig- 
erated are, in fact, not chilled for a 
period of some hours. In the third out- 
break the vehicle had been refrigerated 
in a thick mass in large containers, 
while the fourth outbreak involved tuna 
salad prepared with leftover deviled 
eggs. It seems likely that the vehicle in 
each of these four outbreaks was not 
promptly, constantly, and adequately 
chilled. 

The vehicle in 99 percent of the out- 
breaks was cooked food which contained 
large proportions of protein, strong evi- 
dence that other types of food such as 
raw food, veyetables, and other low-pro- 
tein foods are incapable of acting as 
vehicles of this disease. Since 70 per- 
cent of 71 outbreaks were free from ob- 
vious infections of food handlers and 
without unclean practices, it appears 
sound to conclude that such abnormal 
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environmental conditions are not the 
prevailing factors determining the devel- 
opment of this disease. On the other 
hand, in 83 outbreaks reported on fully, 
the vehicle was high-protein food, unre- 
frigerated after cooking in 74 instances, 
kept warm after cooking in 13 instances, 
and in 8 instances the food was alter- 
nately warmed and left unrefrigerated. 
Therefore, in 79 out of 83 outbreaks 
the vehicle was unrefrigerated or warmed 
after cooking, or both. These numbers 
clearly show that the determining factor 
in the development of staphylococcal 
food poisoning lies in permitting cooked 
protein food to remain warm or at room 
temperature for periods of 4 hours or 
longer. 
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DISCUSSION 


Outbreaks of staphylococcal food poi- 
soning have been generally considered 
to be dependent on two major factors: 
(a) some abnormal source of contamina- 
tion of food by enterotoxigenic staphy- 
lococci, such as infections of food han- 
dlers; and (b) keeping food under 
conditions that permit dangerous 
amounts of enterotoxin to form. In view 
of the relative infrequency of abnormal 
environmental conditions, it seems clear 
that food may be commonly contami- 
nated by enterotoxigenic staphylococci 
under apparently normal, sanitary con- 
ditions. 

Actually, a large percentage of normal 
persons have been shown to be carriers 


of pathogenic staphylococci. Getting and 
associates” reported that 18 percent of 
122 food handlers who were apparently 
free of any infections but who were as- 
sociated with 10 outbreaks of staphylo- 
coccal food poisoning were carriers of 
strains of staphylococci apparently iden- 
tical with those strains found in the 
incriminated food. Allison’ reported 33 
percent of healthy persons as carriers of 
coagulase positive strains of staphylo- 
cocci in the gastrointestinal tract. Blair" 
states, “Potentially pathogenic forms [of 
staphylococci] are constantly carried on 
the skin or in the nose by approximately 
20 and 50 percent, respectively, of all 
individuals.” In view of the large per- 
centage of healthy persons who carry 
pathogenic staphylococci, it seems logical 
to assume that virtually all food may 
become contaminated by these organ- 
isms, regardless of the state of cleanli- 
ness and the presence or absence of 
infections in food handlers. 

In this series of outbreaks there is 
sound evidence that staphylococcal food 
poisoning occurs only when cooked pro- 
tein food remains for some time at ap- 
proximately room temperature. None of 
the outbreaks involved consumption of 
freshly cooked food. These facts are not 
new, except in one respect. They indi- 
cate that this disease develops when 
protein food is neglected after cooking 
rather than because of a multitude of 
factors. They show that immaculate 
cleanliness and freedom from infection 
will not prevent outbreaks of staphylo- 
coccal food poisoning. 


PREVENTION 


All recommendations for the control 
of this disease have one objective: to 
prevent the staphylococci present in 
cooked protein food from forming entero- 
toxin. Attempts to keep food uncon- 
taminated with staphylococci by cleanli- 
ness and isolation of food handlers 
appear doomed to failure because of the 
widespread presence of the organism. 
Consequently, effective points of attack 
lie in keeping cooked protein food at 
such temperatures that staphylococci 
cannot form enterotoxin, and limiting 
the length of time cooked protein food 
is kept at dangerous temperatures. 

Segalove and Dack” reported the 
length of time and temperature neces- 
sary to produce enterotoxin in the lab- 
oratory. However, they state that much 
greater time is required to produce en- 
terotoxin under laboratory conditions 
than is reportedly required to render 
food poisonous. Thus, their experiments 
are not strictly applicable for the control 
of this disease. In the absence of pre- 
cise knowledge, these standards of tem- 
peratures and limits of time which may 
safeguard food have been chosen arbi- 
trarily: 

1. 40° F. is the maximum temperature 
for keeping cold, cooked protein food; 
50° F. has been recommended but Evans 
and Niven” found that enterotoxigenic 
staphylococci grow well at this tempera- 
ture. Segalove and Dack” showed that 
the rate of enterotoxin production was 
progressively retarded with lowering the 
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temperature below 98.6° F. Since mod- 
ern refrigerators may be adjusted with 
ease to temperatures of 40° F. and 
lower, this level appears advisable. 

2. 140° F. is the minimum tempera- 
ture for keeping hot cooked food since 
this is the reported thermal death point 
of staphylococci.” 

3. Three hours is the maximum length 
of time cooked protein food should be 
kept between 40° and 140° F., includ- 
ing the time required for chilling. This 
means the total cumulative time that 
food remains in this temperature range. 
The length of each exposure to tempera- 
tures 40°-140° F. must be added to that 
of all previous exposures when leftover 
food is involved. 

While these recommendations are sim- 
ple in principle, they are difficult in 
practice. Miller and Smull* reported 
that the quickest chilling of 1-gallon 
lots of potato salad requires 3 hours after 
being placed on beds of ice. Lewis and 
associates” recommended chilling food in 
shallow, flat pans rather than in deep 
containers; and Black and Lewis” rec- 
ommended refrigerating food while hot. 
In the author’s experience, the most 
rapid way of chilling food is to place it 
in flat, stainless steel pans in a freezing 
compartment rather than in the refrig- 
erator. For example, it was found that 
the internal temperature of %-gallon lots 
of potato salad was lowered from 65° to 
41° F. within 35 minutes after being 
placed in the freezer at 14° F., while it 
required 80 minutes to lower the tem- 


perature of control lots from 65° to 46° 
F. after being placed in the refrigerator 
at 40°-44° F. Utilization of the freezing 
compartment of refrigerators appears the 
most effective way yet found to hurdle 
a major problem in controlling this dis- 
ease—the delay in chilling cooked food. 

In contrast to the difficulty in chilling 
food, rapid heating is relatively simple 
because of the large heat differential. In 
this survey and in the author's expe- 
rience, inadequate heating of food usual- 
ly arises from gross negligence—placing 
food in warm ovens; keeping food on a 
steamtable for many hours after the heat 
has been turned off; lowering the tem- 
perature of the steamtable because work- 
ers find its heat objectionable; mixing 
hot and cold items without subsequent 
heating, such as mixing cold chicken 
with hot cream sauce; warming leftover 
food rather than heating it thoroughly; 
and judging temperature of food by tem- 
perature of the water bath. In one in- 
stance the temperature of the water bath 
was 160° F., while that of the mass of 
food was 90° F 

There is often great discrepancy be- 
tween the temperature of food and tem- 
perature of its environment, whether the 
environment be a water bath or refrig- 
erator. Furthermore, the rate of chilling 
or heating food cannot be predetermined 
by sizes or types of containers or by 
mass of food, since the varied consisten- 
cies of food result in varied rates of heat 
conduction. Consequently, the only 
means of determining that food is ade- 


quately chilled is to insert a thermometer 
into the mass of food. 

Certain problem foods should be han- 
dled with special precaution. If custard- 
filled puffs or eclairs are not to be con- 
sumed immediately after preparation, 
Stritar and associates” recommend re- 
baking them at 375° F. for 30 minutes, 
which these authors found sterilized the 
custard within the shell. Potato salad, 
chicken salad, egg salad, and similar 
items should not be used as leftovers 
since the 3-hour safe-time limit is usually 
consumed in preparing and _ serving. 
Foods containing bread or cracker 
crumbs, such as croquettes, meat loaf, 
and poultry dressing, pose a problem be- 
cause the crumbs create air pockets and 
act as insulation against heating. Such 
foods should be prepared only for im- 
mediate consumption unless the tempera- 
ture of the interior of the food has risen 
to more than 150° F. in cooking. 

Sandwiches are common vehicles of 
staphylococcal food poisoning because 
they are frequently prepared well in ad- 
vance of consumption and because chill- 
ing the filling of the sandwich, the cru- 
cial step, is impeded by the encasing 
bread acting as insulation. When sand- 
wiches are not to be consumed imme- 
diately after preparation, the author sug- 
gests chilling them by placing them in 
layers of two in the freezer. Observations 
show that the filling of sandwiches can- 
not be adequately chilled when the sand- 
wiches are stacked in three layers, even 
in freezers, but can be adequately chilled 
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in 2 hours when sandwiches are stacked 
in two layers in a freezer. 

Finally, some well-known and com- 
monly ignored precautions should be ob- 
served. Don’t cook food well in advance 
of intended consumption. Don’t forget 
leftovers, or assume that they are safe 
because they are in the refrigerator. 
Don’t assume that the refrigerator sup- 
plies adequate chilling without testing 
the temperature. Refrigerator tempera- 
tures frequently are above 60° F. due to 
overloading, frequent opening of doors, 
or failure to adjust the cooling system so 
that the temperature remains constantly 
below 40° F. Don’t mix hot and cold, 
cooked protein food without thorough 
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heating afterward. Don’t assume that 
boiling questionable food makes it safe 
to eat, since boiling does not destroy 
staphylococcus enterotoxin. Don’t depend 
on odor, taste, or appearance of food to 
determine whether it is safe to eat since 
the staphylococcus enterotoxin is odor- 
less, colorless, and tasteless." Whether 
cooked protein food is safe to eat or not 
can be determined only by the total 
length of time it has been exposed to 
temperatures between 40° and 140° F 


SUMMARY AND CONCLUSIONS 
A survey of 95 outbreaks of staphylo- 
coccal food poisoning shows that the de- 
termining factor in the development of 


this disease lies solely in keeping cooked 
protein food warm or at room tempera- 
ture for 4 hours or longer. Of 83 fully 
reported outbreaks, the vehicles in 95 
percent were cooked protein food which 
was subsequently kept unrefrigerated or 
warmed, or both. 


Contrary to currently accepted theory, 
it is clear that outbreaks commonly occur 
when the food is handled cleanly by per- 
sonnel who are free of infections. The 
widespread presence of pathogenic staph- 
ylococci among healthy persons insures 
widespread contamination of food regard- 
less of care in handling. 

Therefore, recommendations for con- 
trol of this disease have one objective: to 
prevent the staphylococci present in 
cooked protein food from forming entero- 
toxin. 

In the absence of precise knowledge, 
the following standards were arbitrarily 
chosen to protect cooked protein food: 
40° F. as the maximum temperature for 
keeping cold, cooked protein food; 140° 
F. as the minimum temperature for keep- 
ing hot, cooked protein food; 3 hours as 
the maximum length of time cooked pro- 
tein food should be kept between 40° 
and 140° F. 
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Depression in 
Drug Treatment 
of Hypertension 


Of 403 Hypertensive 

and Mixed Anxiety Patients 
Treated With Harmonyl, Only 6— 
1.5%—Reported Depression (mild) 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


Presented here are notes from threerecent clinical 
studies. Harmony] (deserpidine,) was used as sole 
agent of therapy by 403 mixed hypertensives, and 
patients with mild functional/psychiatric disor- 
ders. Only six reported depression concurrent with 
therapy—an incidence of 1.5%. 


Study #1. Two hundred and eighty-three patients 
treated in private practice, at hospital outpatient 
clinics, and in office psychiatric practice. Average 
initial dosage of Harmonyl was 0.1 mg. to 0.25 
mg. three or four times daily. No patient received 
more than 6 mg. daily. There were only six reports 
of mild depression.' 


Study #2. Eighty patients with benign essential 
hypertension were studied via “‘double-blind”’ meth- 
od. Mean daily dosage of Harmonyl was 0.25 
mg., with a minimum dosage of 0.1 mg. and a 
maximum of 0.5 mg. daily. There were no reports 
of depression.? 
Study #3. Forty patients with hypertension and 
anxiety neurosis .. . from mild to moderately 
severe. Half of the group had received other anti- 
hypertensive agents at one time or another; these 
were discontinued before and throughout the 
study. Usual dosage of Harmony! was 0.1 mg. 
three times daily after meals. Sometimes an addi- 
tional dose was taken at bedtime. No reports of 
depression associated with this therapy.’ 

Other investigators have found so little indica- 
tion of depression with Harmony] therapy that 
they do not record it as a significant side-effect. 


. Billow, B.W. et al., The use of a New Rauwolfia Derivative, Deserpidine, 
in Mild Functional Disturbances and Office Psychiatry, N.Y. J. Med., 
59:1789, May, 1959. 

2. Winsor, T., Comparative Effects of Various Rauwolfia Alkaloids in 

Hypertension, Diseases of the Chest, 35:415, April, 1959. 


3. Rawls, W.B. and Evans, W.L. Jr., Clinical Experiences with Deserpidine 
in the Management of Hypertension and Anxiety Neurosis, N.Y. J, 
Med., 59:1774, May, 1959. 
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Man’s future 


physical and physiological 


environment* 


Lester E. Reukema, Ph.D., 
Professor of Electrical Engineering, Emeritus, 
University of California, Berkeley 


The world we live in is changing so fast 
and in so many ways that it continually 
presents new and fascinating problems. 
It is changing more rapidly now than at 
any time in the past and will certainly 


®Reprinted from California’s Health, April 1, 
1960. Condensation of an address given at 
Western Branch, APHA Annual Meeting, San 
Francisco, June 1959, with recent additions by 
the author. 
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continue to change at a constantly ac- 
celerating rate for as many future gen- 
erations as man can visualize. A study of 
the radioactivity of some of the rocks in 
the earth’s crust shows that the earth has 
existed for something more than four bil- 
lion years; other studies show that life 
has existed on the earth for about two 
billion years, that human beings have in- 
habited the earth for about a million 


years and have lived in more or less civi- 
lized communities for at least 10,000 
years. Yet most of man’s knowledge con- 
cerning the universe in which he lives 
has been accumulated within our genera- 
tion and many of the most fundamental 
changes in man’s mastery of the forces of 
nature and ways in which he can utilize 
natural resources to make life easier, 
safer, more pleasant, and more dignified 
have occurred in the last twenty years. 


U.S. LIVING STANDARD 


We in the United States know that we 
have the highest standard of living ever 
enjoyed anywhere by any people. With 
only 7 percent of the world’s population, 
we use about 40 percent of the power in 
the world to produce about 40 percent of 
the world’s goods. We have more auto- 
mobiles, more telephones, more televi- 
sion sets, more electrical appliances, more 
miles of superhighways, than all of the 
rest of the world combined. Our workers 
have at their disposal over eleven horse- 
power per man, as compared with about 
four horsepower per man in the other 
highly industrialized nations of the world, 
such as England, Germany, France, and 
the Soviet Union, and only a pitiful frac- 
tion of a horsepower per worker in the 
less progressive nations. As a result our 
productivity per worker is about twice 
that of the nation which holds second 
place. 

The United States is using up the 
world’s resources about nine times as fast 
as the rest of the world. In the United 
States we consume about 18 tons per cap- 
ita per year, as compared with a world 
average of only 2 tons per person. We 
use about 7.2 tons of fuel, 5.4 tons of 
building materials, 2.55 tons of metallic 
ores, 0.75 tons of food, and 2.15 tons of 
agricultural supplies per person per year. 
We use 50 percent of the five important 
metals, iron, zinc, copper, lead and man- 
ganese, and twice as much petroleum 
and rubber as the rest of the world. The 
United States consumes 80 times as much 
iron per capita as India. In the United 
States the average person has more food 
and better food than any other people in 
all history. 


PHYSICAL AND PHYSIOLOGICAL 
ENVIRONMENT 

When we consider man’s future physi- 
cal and physiological environment, we 
must include the purity, nutritious qual- 
ities, abundance, and price of food ex- 
pressed in equivalent hours of work; the 
purity of his water supply and of the air 
he breathes; opportunity for pleasant and 
interesting employment; spacious congen- 
ial or crowded ugly living conditions; 
probability of exposure to disease; prob- 
able life span; and freedom from or 
harmful exposure to dangerous radiation 
which may injure his genes, shorten his 
life, and decrease his opportunity for 
happiness. Evidently our answers to 
these problems may be very different, if 
we restrict our discussion to conditions in 
the United States, from what they would 
be if we considered the environment and 
standard of living of human beings all 
over the earth. For instance, the popula- 
tion of the United States is expected to 
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Relieves Anxiety - Relieves Muscle Tension 
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analgesia in depth 


EQUAGESIC provides: 
1. Relief of pain 


2. Relief of the anxiety which magnifies 
pain 


3. Relief of the muscle tension and spasm 
which add pain to pain 


EQUAGESIC combines EQUANIL® (meproba- 
mate) with ethoheptazine citrate and acetylsali- 
cylic acid, the latter agents available separately 
as ZACTIRIN®. 


EQUANIL is the proved, preeminent, muscle- 
relaxant and antianxiety agent. ZACTIRIN is a 
non-narcotic analgesic, highly effective in painful 
disorders commonly treated in office practice. 


Prior to introduction, EAUAGESIC underwent 
extensive clinical trial. A total of 463 physicians 
reported on 2,816 patients. Among 40 symptom 
complexes treated were disorders of the bones 
and skeletal muscles, particularly traumatic and 
arthritic conditions; headache, dysmenorrhea, 
neuritis, and neuralgia. 


‘““Moderate to severe” pain occurred in 90.4% 
of the patients studied, 3.8% of the patients ex- 
periencing “‘mild” pain, and the remaining 5.8% 
““very severe”’ pain. Results of this extended clini- 
cal evaluation are highlighted in the tables 
opposite. 


Optimum initial dose of EAUAGESIC is 2 tablets 
3 to 4 times a day. Frequently, only | tablet 3 to 4 
times a day will suffice. Supplied: In bottles of 50 
scored tablets; each containing 150 mg. of meproba- 
mate (white layer), 75 mg. ethoheptazine citrate (yellow 
layer), and 250 mg. acetylsalicylic acid (pink layer). 


Degree of Relief from Pain 
Degree of Relief % of Total Patients 


Complete Relief 29.4 
Most Pain Relieved 49.8 
Most Pain Remained 11.5 
No Relief 9.3 

100.0 


Relief from Pain Compared to Analgesic Previously Used 


(Was reported in 1,927, or 68.4% of patients.) 
Relief from Pain % of Total Patients 


Superior 60.6 
Equal 28.4 
Inferior 11.0 

100.0 


Degree of Relief from Muscle Spasm 


(Was reported in 2,074, or 73.6% of patients.) 


Degree of Relief % of Total Patients 
Complete Relief 32.3 
Most Spasm Relieved 48.0 
Most Spasm Remained 12.3 
No Relief 7.4 

100.0 
Relief from Spasm as Compared to Previous Muscle 


Relaxant 
(Was reported in 998, or 35.4% of patients.) 


Relief from Spasm % of Total Patients 


Superior 53.2 
Equal 38.1 
Inferior 8.7 

100.0 


Undesirable Effects 


2,590 patients, or 92.0%, reported no side effects. 
226 patients, or 8.0%, reported side effects. 


No. of Patients 

Drowsiness 72 
Nausea and/or Vomiting 57 
Other Gastrointestinal 

Complaints (Upset 

Stomach, Heartburn, etc.) 29 
Itching, Skin Rash, etc. 15 
Vertigo 14 
Constipation 6 
Miscellaneous 33 


Detailed Information on 


TABLETS 


ANNIVERSARY 


Meprobamate and Ethoheptazine Citrate with Acetylsalicylic Acid 


Composition 


Each EquaGesic tablet contains 150 mg. meprobamate, 
75 mg. ethoheptazine citrate (1-methyl-4-carbethoxy-4-phenyl 
hexamethylenimine citrate) and 250 mg. acetylsalicylic acid. 


Action 


Ethoheptazine (Zactane®) was first synthesized in the 
Wyeth Institute for Medical Research. The general pharma- 
cological properties and analgesic potency of ethoheptazine 
in animals have been reported. The clinical effectiveness and 
safety of this compound have been reported by Grossman, 
Golbey, Cass, and Batterman and their colleagues. In sum- 
mary, ethoheptazine is an active analgesic which does not 
cause sedation, disorientation, constipation, suppression of 
cough reflex or change in pupil size, nor does it have addiction 
liability. The combination of ethoheptazine and acetyl- 
salicylic acid (Zactirin®) in the recommended dosage has 
been found to be equivalent to codeine and acetylsalicylic 
acid in analgesic potency. The effectiveness and safety of 
Zactirin for relief of the common types of pain have n 
reported by several investigators. 

The pharmacological action of meprobamate has been 
carefully studied and described in detail by Berger. This 
compound, although resembling mephenesin in structure, 
differs pharmacologically in that its anticonvulsant properties 
are more profound, its muscle-relaxant effect is of longer 
duration, it possesses an unusual type of sedative effect not 
common to either mephenesin or the barbiturates, and, 
finally, it is active when administered vd the oral route. 
Meprobamate has been proved clinically effective as a 
skeletal muscle relaxant in patients with neurological con- 
ditions, rheumatic disorders, trauma, and as an adjunct to 
physiatric management of musculoskeletal and neuromus- 


cular disorders. Meprobamate has been shown to be of 


considerable value in the management of anxiety and tension 
occurring alone or as an accompanying symptom complex 
to medical and surgical disorders and procedures. 

A combination of meprobamate and acetylsalicylic acid 
was found by Mitchell to be a useful and safe medication for 
the treatment of skeletal muscle spasm of varied causes, such 
as myalgias due to infectious diseases; states of anxiety, 
tension, and nervousness; premenstrual tension and primary 
dysmenorrhea; and functional headache. Splitter used Equa- 
GEsIc in patients suffering from musculoskeletal pain asso- 
ciated with muscle spasm and anxiety or tension and found 
it to be an effective therapeutic agent. 

The practicing physician’s use of Zactirin administered 
simultaneously with meprobamate for the relief of muscle 
spasm and anxiety associated with common painful condi- 
tions caused us to prepare the combination oral dosage 
form. Investigators using meprobamate and ethoheptazine 
with acetylsalicylic acid tablets have reported this combina- 
tion to be an effective anti-anxiety, muscle-relaxant analgesic 
with low side effect liability. 


Indications 


Equacesic is an effective and well tolerated anti-anxiety, 
skeletal-muscle-relaxant analgesic and may be used for relief 
of pain which is accompanied by either skeletal muscle 
spasm or tension and anxiety or both. 


Administration and Dosage 


The usual dosage of EQUAGESIC is one or two tablets three 
or four times daily as needed for the relief of pain and 
accompanying skeletal muscle spasm or anxiety. 


Side Effects 


Serious side effects have not been observed following the 
administration of EquaGesic. A small percentage of patients 
may experience nausea with or without vomiting and epigas- 
tric distress. Dizziness occurs but rarely when EQuaGEsic 
is administered in the recommended dosage. The mepro- 
bamate may cause drowsiness but, as a rule, this disappears 
as the therapy is continued. Should drowsiness persist, this 
symptom can usually be controlled by decreasing the dose. 
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It may be desirable in some instances to administer central 
stimulants such as amphetamine or mephentermine sulfate 
concomitantly to control drowsiness. 

On rare occasions, meprobamate has caused severe allergic 
reactions. This has occurred in most instances in patients 
who have had only 1-4 doses of meprobamate and have not 
had a previous contact with the drug. Previous history of 
allergy does not appear to be related to the incidence of 
reactions. Mild reactions are characterized by an itchy 
urticarial or erythematous, maculopapular rash which may 
be generalized or confined to the groins. Acute non-thrombo- 
cytopenic purpura with cutaneous petechiae, ecchymoses, 
peripheral edema and fever have also been reported. More 
severe cases, observed only very rarely, may also have fever, 
fainting spells, angioneurotic edema and bronchial spasm. 
Treatment consists of the administration of epinephrine, an 
antihistaminic and, possibly, hydrocortisone or similar agents. 
Meprobamate should be stopped and reinstitution of therapy 
should not be attempted. 

EQuaGEsic or any of the ingredients used separately in the 
recommended dosage (Zactane®, Zactirin®, Equanil®) has 
not been reported to have caused constipation, change in 
pupil size, disorientation, any significant degree of tolerance, 
or untoward effects on the formed elements of the blood 
or cardiovascular system. 


Caution 


Preparations containing acetylsalicylic acid should be kept 
out of the reach of children. 

Careful supervision of dose and amounts prescribed for 
— is advised, especially with those patients with a 

nown propensity for taking excessive quantities of drugs. 
Excessive and prolonged use of meprobamate in susceptible 
persons, for example, alcoholics, former addicts, and other 
severe psychoneurotics, has been reported to result in de- 

ndence on the drug. Where excessive dosage has continued 
or weeks or months, dosage should be reduced gradually 
rather than abruptly stop since withdrawal of a “crutch” 
may precipitate withdrawal reactions of greater proportions 
than the original indication for prescription. Abrupt dis- 
continuance of doses in excess of the recommended dose has 
resulted in some cases in the occurrence of epileptiform 
seizures. 

Equacesic should not be given to individuals with a 
history of sensitivity or severe intolerance to acetylsalicylic 
acid or meprobamate. 

Instances of accidental or intentional significant over- 
dosage with ethoheptazine combined with acetylsalicylic 
acid (Zactirin) have n reported to produce mild depres- 
sion, drowsiness, and a feeling of light-headedness, with 
uneventful recovery. Appropriate therapy of the signs and 
symptoms as they appear is the only recommendation 
— at this time. Overdosage with ethoheptazine com- 

ined with acetylsalicylic acid (Zactirin) would probably 
produce the usual symptoms and signs of salicylate intoxica- 
tion. Observation and treatment should include induced 
vomiting or gastric lavage, specific parenteral electrolyte 
therapy for keto-acidosis and dehydration, watching for evi- 


dence of hemorrhagic manifestations due to hypoprothrom- . 


binemia which, if it occurs, usually requires whole blood 
transfusions. 

Suicidal attempts with meprobamate have resulted in coma, 
shock, vasomotor and respiratory collapse. Although up to 
this time very few of these have been successful in spite of 
ingestion of large amounts of the drug, doses greater than 
those recommended may be hazardous. Meprobamate 
should be given cautiously, and in small amounts, to patients 
who have suicidal tendencies. In cases where excessive doses 
have been taken, therapy is symptomatic and may include 
central stimulants, pressor amines and careful observation. 
Sleep ensues rapidly after excessive dosage but is normal in 
character, with blood pressure, pulse and respiratory rates 
reduced to basal levels. 


References available on request 


Wyeth Laboratories Philadelphia 1, Pa. 
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Late evening dose doesn’t 
anterfere with sleep. 


Since Tenuate is free of CNS stimulation, it can be 
given in mid-evening, when TV snacks run up a 
high calorie count. Doses given to control evening 
snacks will not interfere with sleep.’ 

Tenuate cuts the urge to eat. So well, in fact, that 
weight loss on Tenuate averages over 1.5 lbs. a 
week. (see chart) 


Safe—Tenuate can be used 
even in overweight cardiacs 


or hypertensives. 


EKG studies substantiate Tenuate’s lack of appre- 
ciable CNS stimulation. No effect on heart rate, 


blood pressure, pulse or respiration is demonstra- 
ble. Thus Tenuate is particularly well suited for 
hypertensive and cardiac patients — those whose 
weight must come down. 


PROOF OF WEIGHT LOSS*~* 
In a series of 102 patients, the following weight losses were obtained: 


Lbs./Week Number of Patients % Patients 


0.1-0.9 23 


1.0-1.9 


2.0-2.9 


3.0-4.0 


102 PATIENTS 


mearcation 


Indications: The overweight patient, including adoles- 
cent, geriatric and gravid, as well as special risk situations 
— cardiac, hypertensive, diabetic. 


Dosage One 25 mg. tablet one hour before meals. To con- 
trol nighttime hunger, an additional tablet taken in mid- 
evening will not induce insomnia. 


References: 1. Huels, G.: Mich. Acad. Gen. Prac. Sym- 
posium, Detroit, 1959. 2. Horwitz, S.: personal communica- 
tion. 3. Spielman, A. D.: Mich. Acad. Gen. Prac. Symposium, 
Detroit, 1959. 4. Ravetz, E.: Mich. Acad, Gen. Prac. Sym- 


thwarts 
refrigerator 
raiders 


TENUATE 


Especially 


posium, Detroit, 1959. 5. Decina, L. J.: Exper. Med. & Surg. : 
in press. 6. Scanlan, J. S.: in press. 7. Kroetz and Storck: for late evening 
personal communication. 8. Alfaro, R. D.; Gracanin, V., and sn ackers. 


Schleuter, E.: to be published. TRADEMARK! “TENUATE? 


9 Controls hunger 
Merrell without 


i 
THE WM. S. MERRELL COMPANY producing 
New York+Cincinnati+St.Thomas,Ontario ~ sleeplessness. 
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in musculoskeletal disorders 


INJECTION 


PHOSPHATE 


usually controls the acute phase 


DEXAMETHASONE 21-PHOSPHATE 


often within 2 hours after injection 
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rapid relief and prolonged 
effect—complete solubility 


affords quick diffusion of 
the therapeutic dose 


APPROACH™*——— mg. for mg. the most 
active steroid 


par ovnecr APPROACH passes easily through 
small-bore needles 


foinect APPROACH needs no reconstitution— 
no refrigeration 


Injection DECADRON Phosphate can be used in strains and sprains, bursitis, 
fibrositis, rheumatoid arthritis, traumatic arthritis, acute gouty arthritis, 
osteoarthritis, osteochondritis, ‘‘trigger’’ points (localized painful areas in 
muscles), tendinitis, whiplash injuries (acute), and muscle trauma. 

Caution: Steroids should not be given in the presence of tuberculosis, chronic 
nephritis, acute psychosis, peptic ulcer, or ocular herpes simplex. 


Note: Do not inject into intervertebral joints. 


DOSAGE AND ADMINISTRATION: 
Injection DECADRON Phos- 
phate is ready for-imme- 
diate use intramuscularly 
or intra-articularly. 
Dosage varies from 0.4 to6 
mg. or more depending on 
the nature and severity of 
the condition. 


SUPPLIED: 

5cc. vials with 4 mg. dexa- 
methasone 21-phosphate 
as the disodium salt per cc. 


Additional information on 
Injection DECADRON Phos- 
phate is available at your 
request. 


DECADRON is a trademark 
of Merck & Co., INC. 


MERCK SHARP & DOHME - Division of Merck & Co., INC. + West Point, Pa. 
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now... 
an 

lron-plus 
formula 


in the 
iron = 
itself 


CHEL-IRON PLUS 


BRANO OF FERROCHOLINATE® 


CHELATED IRON... 


TRADEMARK 


TABLETS 


like the iron of hemoglobin... clin- 


ically confirmed as effective in hematopoiesis!...with a 
built-in molecular barrier against g.i. intolerance and systemic 
toxicity.2 Permits administration on empty stomach for 
greater iron uptake...safeguards children in the home 
against growing problem of accidental iron poisoning.!3 
PLUS ESSENTIAL VITAMINS... effective levels of B,., folic 
acid, five other B vitamins, and C — with particular empha- 
sis on pyridoxine, especially important during pregnancy. 


Usual Dosage: 1 tablet t.i.d. 


Also Available: CHEL-IRON Tablets, Liquid, and Pediatric Drops. 


|. Franklin, M., et al.: J.A.M.A. 166:1685, 1958, 2, A.M.A. 
Council on Drugs: J.A.M.A. 171 :891, 1959. 3. A.M.A. 


vommittee on Toxicology: J.A.M.A. 170:676, 1959. 


PAT. 2,575,612 


double in the next 40 years. This pre- 
sents no present problem since we could 
easily raise three times as much nutritious 
food as we do and the United States is 
not crowded. In China also, if the pres- 
ent rate of increase continues, the popu- 
lation will double in 40 years, but China 
is already overcrowded and can only with 
difficulty supply a bare subsistence diet 
to her present population. In Japan and 
India the problem of expanding popula- 
tion also is acute and must be taken care 
of in our generation or result in abject 
misery and starvation. 
OUR SHRINKING WORLD 

Let us think for a moment of various 
ways in which our world is changing. 
Perhaps the most evident change is that 
our world is shrinking. Only a few gen- 
erations ago that part of the world which 
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affected most people was their own little 
community. Most of them knew rather 
vaguely that other people in faraway 
countries had customs and beliefs some- 
what different from their own; a few 
hardy souls actually traveled hundreds or 
even thousands of miles from home. 
However, travel was slow, dangerous, 
and difficult. Even 100 years ago the 
pioneers, who opened the West, traveled 
by oxcart, and 10 miles was a good day’s 
journey. Newspapers in the cities were 
usually printed once a week and any 
news from foreign countries was months 
old before it appeared. Today the world 
is linked by a vast system of transporta- 
tion and communications. Newspapers 
bring us news from all over the world 
within hours of the occurrence of the 
events described. The radio in practically 
every home allows anyone to listen as 


the President delivers an important ad.. 
dress to Congress or gives a fireside chat 
to the people of the nation, and now 
almost all of the homes in the land have 
television sets which enable them to see 
important events, enjoy interesting games 
and dramatic or operatic performances, 
perhaps occurring thousands of miles 
away, yet see these things the instant 
they occur. Not all the dreamers and 
fairy-tale spinners of all the ages had 
imagined anything so fantastic and seem- 
ingly so impossible. A vast telephone 
system enables you in the comfort of 
your own home to be connected within 
minutes and at a relatively low cost to 
any one of 97 percent of the more than 
100,000,000 telephones of the world. A 
comfortable train will carry you hundreds 
of miles at a cost of a few hours work, 
and the airplane has become a standard 
vehicle of long-distance travel, not for 


just a favored few, but for most of the 


people in our land. Commercial jet 
planes now travel routinely ‘rom coast to 
coast in a little more than four hours, 
our B-58 Hustler bomber travels at more 
than twice the speed of sound and we 
shall soon have in quantity production 
fighter planes with a cruising speed of 
1500 miles per hour. On the drawing 
boards we are designing commercial 
planes which will within a few years 
cruise at 2000 miles per hour. Both the 
United States and the Soviet Union have 
intercontinental ballistic missiles capable 
of traveling over 6000 miles at a speed 
of more than 15,000 miles per hour, thus 
capable of crossing the ocean in 20 min- 
utes. And the Sputniks, the Vanguards, 
the Explorers, and the Discoverers, ma- 
jestically encircling the Earth every hour 
and a half, vividly proclaim to the world 
that we are on the verge of inter-plan- 
etary travel, to Mars, to Venus, and pos- 
sibly later even to the more distant 
planets. 


SPACE PROBES 


During 1959 the United States put 10 
new satellites into orbit. However, the 
Soviet scientists had three sensationally 
successful space probes, namely the three 
“luniks,” which put them well in the 
lead. The Soviet launching vehicles were 
far larger, heavier, and more powerful 
than ours. For instance, Lunik No. 1, 
which went into orbit around the Sun, 
weighed 3,245 pounds, compared with 
our tiny Pioneer IV, which we sent into 
orbit around the Sun a few months later. 

During the first six months of 1960, 
five satellites will be orbited by the Unit- 
ed States, every one of which is destined 
to have a profound influence, not only on 
Americans, but on all human beings in 
every hamlet on Earth. Possibly the most 
important of these, in its immediate ef- 
fect on our way of life, is the communi- 
cation satellite to be orbited in an equa- 
torial plane at a height of 22,300 miles 
above the Earth’s surface. At this height 
its orbital velocity is such as to keep it 
always above the same point on Earth, 
since its speed corresponds exactly to the 
speed with which the Earth below it 
turns on its axis. At this height almost 
half the surface of the Earth is exposed 
to the satellite. Therefore the satellite 
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can act as a relay to pick up any radio or 
television signal, originating at any point 
on that face, and re-transmit it to all 
other points on that surface. It is planned 
to have three or four such stationary re- 
laying satellites in permanent orbit, by 
means of which any radio or television 
program, originating at any point on 
Earth, will be broadcast instantaneously 
to every city, hamlet, and farm on Earth. 
And these relaying satellites will be able 
to transmit many hundreds of such pro- 
grams simultaneously at a cost only a 
fraction of the cost of present-day pro- 
grams. The educational value of such 
programs, especially to backward popula- 
tions of the world, is almost impossible 
to over-estimate. 

In 1962 our schedule calls for sending 
an unmanned satellite to the farthest ex- 
tremity of the solar system, where the 
planet Pluto slowly circles the Sun 3,667,- 
000,000 miles away. Although, when this 
satellite leaves the Earth, we shall not 
have developed communication equip- 
ment capable of receiving radio messages 
over this enormous distance, about 6000 
times the greatest distance over which 
man so far has ever received accurately 
a radio message, we are confident that by 
the time this satellite has covered the 
3,667,000,000 mile journey, 4000 days 
or about twelve years later, equipment 
capable of receiving and interpreting the 
radio message will have been developed. 
The radio transmitter on this satellite 
will radiate 100 watts, about the power 
given to a single incandescent light bulb 
such as is used in the home. Even though 
highly directive antennas will give this 
radiated signal an advantage of 4000 in 
the direction of the earth, the signal re- 
ceived per square mile will be so small 
that it would have to be received con- 
tinuously for 130 years to equal the ener- 
gy exerted by a mosquito in raising itself 
one inch. That we are still confident that 
information concerning the magnetic 
field, the temperature, the abundance of 
micrometeors, and the strength of cosmic 
rays in this space 3,667,000,000 miles 
away will be received and understood, is 
a tribute to the scientific ability and in- 
genuity of the men who are so rapidly 
developing the science of electronics. 


THE SPACE AGE 


In 1965 both the General Electric 
Company and Boeing are scheduled to 
have finished the development of nuclear 
propelled space ships, capable of carry- 
ing men between the planets. In 1965 
we should also have finished the develop- 
ment of the five-stage missile Nova, capa- 
ble of putting a 75-ton satellite into orbit, 
and within 10 years we hope to have 
manned satellites on the way to Mars and 
also to Venus, satellites which we are con- 
fident will return safely, bringing back 
detailed information concerning these 
distant sisters of the Earth, information 
concerning life on these planets, perhaps 
even concerning intelligent life on Mars. 
Until a few months ago most scientists 
were agreed that only a very primitive 
form of life exists on Mars, plant life 
possibly resembling mosses and lichens, 
possibly also a very primitive wormlike 
type of animal life. Now Soviet scientists 
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«..an integral 


part of modem practice 


Has the diagnostic equipment in your office kept 
pace with your own knowledge of new drugs, medicines and 
therapeutic technics? If not—call in your Burdick man! 


He’ll bring you up to date on the latest advances 

in electromedical instrumentation—as for example, the Burdick 
dual-speed electrocardiograph. Determine your net cost of 
new equipment, taking into consideration the income tax 
savings from annual depreciation allowances. This can make 
the purchase of new professional equipment far more 


attractive financially than you may have realized! 


have reopened the subject, with conjec- 
tures that the remains of a very high 
culture, which develoved on Mars mil- 
lions of years before it did on Earth, may 
be found. They even give data, which 
seem reasonable to them, seeming to 
point to the possibility that one of the 
smaller moons of Mars may be an artifi- 
cial satellite, which has been orbiting 
Mars for thousands, perhaps hundreds of 
thousands of years, since it was first put 
into orbit by intelligent creatures there 
long before man developed a civilization 
on Earth. Perhaps not until men actually 
travel to Mars will the truth or error of 
this intriguing theory be established, but 
the possibility that it might prove true 
makes the first manned expedition to 
Mars even more exciting than it would 
otherwise be. 

A few generations ago most men were 
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confident that the Earth was the center 
and the most important part of the uni- 
verse, that the Sun, Moon and Stars had 
been created for man’s special benefit, 
and that the whole process of creation 
had occurred only 6000 years ago. To- 
day we know that the Earth is one of the 
minor planets of the Sun, that the Sun 
is one of about 100,000 million stars 
composing what we call Our Galaxy, and 
that by means of the Hale telescope on 
Mt. Palomar we can photograph 1000 
million similar galaxies. Moreover, this 
takes us out only about two billion light 
years into space. A light year is the dis- 
tance light travels in a year at the rate 
of 186,000 miles per second. Thus a 
light year is approximately six millions of 
millions of miles, and the Hale telescope 
enables us to probe the Universe two bil- 
lion times this far. Although this portion 
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mor e than just vitamins A and D 


S 


also provides 


unsaturated fatty acids as well as the vitamins A and D (of high grade 
Norwegian cod liver oil)—essential to skin health and integrity 


and ingredients that are emollient, lubricant, gently astringent, protective, 
and aid tissue repair (zinc oxide, talcum, petrolatum and lanolin) 


in a smooth creamy ointment so processed that one application of Desitin 
soothes, protects, and promotes healing for hours in... 


diaper rash 
wounds 
burns 
ulcers 


(decubitus, diabetic, varicose) 


intertrigo 
Somples Please write... DESITIN CHEMICAL COMPANY 


812 Branch Avenue, Providence 4, R. I. 


DESITIN 


ointment 


of the Universe, which we can study, is 
undoubtedly small, compared to the 
whole, it is large enough to be consid- 
ered a representative sample of a Uni- 
verse which may be infinite in both time 
and space. Although some of the galaxies 
are so far away that it has taken light 
two billion years to reach us, so that 
what we know about such galaxies is 
what they were two billion years ago, 
rather than what they are today, it is 
amazing how much we know about them. 
We know their sizes and distances, the 
sizes and number of stars which compose 
them, the velocities with which they are 
receding from us and the velocities with 
which they are turning on their axes, the 
chemical substances of which they are 
composed, the surface temperatures and 
the far higher temperatures at the centers 
of the stars, the way in which atomic 
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energy is generated in the stars and the 
rate of such generation. 

Moreover, we know that the Sun is not 
the only star which has planets, that the 
star nearest to the solar system, Alpha 
Centauri, about 4.3 light years away, has 
at least one large planet and possibly 
others, one of which could be similar in 
size and orbit to the Earth. Although we 
do not know now, and possibly never 
will know, it seems highly probable that 
a large percentage of the stars have fam- 
ilies of planets and that on many of such 
planets there is intelligent life. When we 
consider how rapidly our own culture 
and knowledge of the Universe have ex- 
panded within our generation and note 
that on many of the planets orbiting 
around stars in distant galaxies life may 
have started many millions of years be- 
fore it started on Earth, it seems highly 


probable that on many millions of mil- 
lions of planets there may be civilizations 
as far surpassing ours as our own sur- 
passes that of our savage ancestors of a 
few thousand years ago. It is therefore 
to be expected that one of the dreams of 
mankind is some day to be able to leave 
the Earth and explore at least that por- 
tion of the solar system nearest the Earth, 
making trips to the Moon, to Mars and 
Venus and later to the more distant 
planets of our solar system, possibly still 
later to visit planets orbiting around the 
nearest stars. We are just now entering 
a new Space Age. 


THE ATOMIC AGE 


We are also entering an Atomic Age. 
Atomic energy is the oldest and the most 
abundant thing in the Universe and the 
newest and most spectacular of man’s 
achievements. For many billions of years 
many billions of billions of stars have 
been generating atomic energy. In fact, 
all energy developed by all stars through- 
out all time is generated as atomic ener- 
gy. It is only slightly more than 50 years 
ago that Albert Einstein showed the 
world the equivalence of matter and 
energy. He showed that matter can be 
converted into radiant energy, that ra- 
diant energy can be converted into mat- 
ter, that the conversion in both directions 
is going on around us continuously, and 
he gave a very simple equation showing 
just what this relationship is, namely 
E = Mc’. In this equation E stands for 
energy in ergs, M stands for mass in 
grams, and c stands for the velocity of 
light in centimeters per second, that is 
3 X< 10” or thirty billion centimeters per 
second. This shows that each gram of 
mass is equivalent to 9 X 10” or nine 
hundred billions of billions of ergs of 
energy. Perhaps we shall understand this 
better if we change ergs to kilowatt- 
hours, the unit in which our electric 
light bill is computed. A gram is the 
weight of a cubic centimeter of water, 
roughly the weight of a third of a tea- 
spoonful of water. The energy equivalent 
of this third of a teaspoonful of water, 
or an equal weight of any other material, 
is 25,000,000 kilowatt-hours. A kilowatt- 
hour is the energy necessary to hurl a 
quarter of a ton of water a mile high, so 
the energy locked into a third of a tea- 
spoonful of water, or the equivalent 
weight of anything else, could hurl over 
six million tons of water a mile high. 
Evidently atomic energy is of an entirely 
different order of magnitude than energy 
released in the burning of ordinary types 
of fuel or the explosion of conventional 
types of explosives. A pound of uranium 
235 or of plutonium, the fissionable 
sources of energy used in our atomic re- 
actors, releases about three million times 
as much energy as an equal weight of 
coal or oil. 


POWER FROM ATOMIC FISSION 


In the United States, the Soviet Union, 
and the United Kingdom atomic reactors 
are already contributing toward meeting 
the need for electrical energy for indus- 
tries and homes. Already in California 
we have atomic reactors at Santa Susana 
and at Vallecitos, which have played a 


notable part in showing the world how 
atomic reactors can be built and operated 
now so as to be almost competitive with 
electric generating plants burning conven- 
tional fuels, and have demonstrated that 
10 years from now we shall have atomic 
zeactors which are fully competitive with 
our best conventionally fueled generating 
plants. The Pacific Gas and Electric Co. 
will have in operation in 1961 a 60,000 
kilowatt atomic reactor near Eureka, 
which will be competitive even then 
with conventionally fueled plants in this 
area of rather high priced fuels. This 
year a 180,000 kilowatt atomic reactor 
near Dresden, Illinois, will go into op- 
eration. Next year it will be joined by 
atomic plants of comparable capacities in 
New York, Massachusetts, Michigan, and 
Nebraska. The Soviet Union recently put 
a 100,000 kilowatt reactor into operation, 
and is installing three similar reactors in 
the same station. In the United Kingdom 
between 6,000,000 and 8,000,000 kilo- 
watts of installed reactor capacity will be 
in operation by 1965. Certainly 25 years 
from now an appreciable percentage of 
all new electric generating stations all 
over the world will be atomic reactors. 
Long before that time all of the navies 
of the world will use atomic propulsion 
and most of the new commercial ships 
will also be equipped with atomic re- 
actors, rather than coal or oil burning 
eiigines of propulsion. 

If atomic power had not entered the 
picture when it did, our coal, oil, and gas 
could have supplied our power needs for 
not more than the next hundred years. 
When it is considered that the Sun will 
radiate at about its present rate for about 
six to eight billion years, giving the Earth 
a climate for that length of time not too 
greatly different from that we enjoy to- 
day, it is reasonable to expect that the 
human race may be around for a long 
time: It looks as though mankind might 
need economical sources of energy for 
billions of years, if we are to maintain a 
high standard of living which is only pos- 
sible when ample power is available. Our 
coal, oil, and gas could not have taken 
care of even a millionth of that need. 
Moreover, these hydrocarbons are so 
much more valuable for chemical pur- 
poses, where they can be used over and 
over again for many millions of years, 
than they are as fuels, where once burned 
they are gone forever, that we shall not 
want to burn them once atomic power is 
completely competitive. 


POWER FROM ATOMIC FISSION 


Atomic reactors, releasing energy 
through the fission of the large nuclei of 
uranium or plutonium, in which process 
part of the original mass is converted into 
energy, could take care of the world’s 
power needs for hundreds of thousands 
of years to come. However, it is doubtful 
that it will be so used for more than a 
few generations. In the United States, 
the Soviet Union, and in the United 
Kingdom research is under way which 
we hope and believe will make it pos- 
sible for man to use the principle of fu- 
sion, rather than that of fission, to gen- 
erate unlimited amounts of economic 
atomic power. In the stars fusion of the 
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injections 


GUELPH, ONTAR' 


KOAGAMIN'’ 


parenteral hemostat 


“For Want of Timely Care, Millions 
Have Died of Medicable Wounds.” 
John Armstrong, Art of Preserving Health, Bk. iil. 


timely care in curbing bleeding of 
any origin + millions of doses 
administered without any unto- 
ward effects - most economical 
hemostatic for routine use—costs 
less per injection, requires fewer 


KOAGAMIN, an aqueous solution of 
oxalic and malonic acids for par- 
enteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC, 
NEWARK 2, NEW JERSEY 


DISTRIBUTED IN CANADA 
BY AUSTIN LABORATORIES, LIMITED, 
10 


light simple hydrogen nuclei to form the 
heavier helium nuclei is responsible for 
all of the energy generated in them. 
However, in the stars the internal tem- 
perature is about 20,000,000°C. and the 
pressure is about 300,000,000 times at- 
mospheric pressure. Under these condi- 
tions the fusion of hydrogen to form 
helium takes place, but very slowly. A 
single reaction takes 6,500,000 years. In 
the desired controlled fusion on Earth 
man needs to speed this reaction until it 
is completed in a fraction of a second. 
This requires that we use deuterium or 
tritium, heavy isotopes of hydrogen 
weighing respectively two or three times 
as much as ordinary hydrogen. It also 
requires that we work at temperatures of 
the order of 300,000,000° C. if we use 
deuterium alone, or at least 100,000,000° 
C. if we can use a combination of deu- 


terium and tritium. About one part in 
6000 of the water in our oceans is so- 
called heavy water, in which the hydro- 
gen involved is deuterium, of atomic 
mass 2, rather than ordinary hydrogen of 
mass 1. However, tritium is the scarcest 
thing in nature. Our atmosphere is so 
enormous that there are about 2,000,000 
tons of air for every man, woman and 
child on Earth. Fairly uniformly mixed 
in this atmosphere is about two pounds 
of tritium, which is hydrogen of atomic 
mass 3. Moreover, tritium is radioactive 
with a half life of 11 years. New tritium 
is formed continuously in our upper at- 
mosphere through the action of cosmic 
rays, the rate of formation being exactly 
balanced by the rate of radioactive disin- 
tegration. Man can produce tritium at a 
high price. About $4.2 billion was in- 
vested in plants in the United States to 
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Advance 
Convention 
Registration 


American Osteopathic Association 
64th Annual Convention 

Kansas City, Missouri 

July 18-22, 1960 


1960 Registration Rules 


Those who may register are: members of the Association, 
their children, and their adult guests who are not osteopathic 
physicians; osteopathic students; osteopathic students’ wives; 
commercial and scientific exhibitors. 

Osteopathic physicians who are not members of the Associa- 
tion but appear to be eligible for membership will pay a fee 
of $75.00 in addition to the $25.00 convention registration fee. 
Such doctors may thereupon apply for membership at the regis- 
tration desk, and their $75.00 fee will be applied to their annual 
dues. All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of the $75.00 
will be returned and the remainder retained as the registration 
fee charged nonmembers. 

Osteopathic physicians not eligible for membership in the 
Association may register for the Convention, but only upon the 
presentation of official, written evidence of current membership 
in a divisional society of the Association. Such doctors must pay 
a fee of $25.00 in addition to the $25.00 convention registration 
fee. 


Summary of Instructions 


1. Complete Advance Registration Form. 


2. ~— names of adult guests and juvenile guests (under 18 
years). 


3. Make check payable to: American Osteopathic Association. 
4. Mail Advance Registration Form and check to: 


American Osteopathic Association 
Bureau of Conventions 
212 East Ohio Street 
Chicago 11, Illinois 


Phillips, 
12th & Baltimore 


Muehlebach, 
12th & Baltimore 


Aladdin, 
1213 Wyandotte 


Registration Fees 


Member of American Osteopathic Association.... $25.00 

Adult Guests ........ 

*Members of AAOA House of. Delegates. 
(whese husbands are not in attendance) 


+Juvenile Guests (under 18 years)........... .--. No Fee 
tStudents, including venpene and Residents......No Fee 
Nonmembers, but eligible. . seeee t75. 
plus $25.00 
Nonmembers, ineligible 
plus $25.00 


SPECIAL who preregister may 
obtain the $5.00 tickets to the Andrew Taylor 
Still Luncheon for $2.00. There are only 325 seats 
available. Preregister now. 


*Includes women’s tea but not the A.O.A. banquets. 
tindividual tickets for entertainment events may be 


pure 
tSee Registration Rules on this page. 


Advance Registration Form 


Name 


(Street Address) (City) (Zone) 


Adult Guests 


(State) 


Juvenile Guests 


This space for A.O.A. Central Office use, only: 
Amount Received 


Date Postmarked 


Date Received 


Please tear out and send in whole page. 
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Hotel 
Reservation 


Application 


64th Annual Convention 
American Osteopathic 
Association 

July 18-22, 1960 
Kansas City, Missouri 


Make Reservations Now! 


Important! 


Please read these instructions before 
filling out application form at the 
right: 


1. All reservations must be made 
directly to: 


A.O.A. Housing Bureau 
Convention and Visitors Bureau 
8rd Floor 
1030 Baltimore 
Kansas City 5, Missouri 


2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- 
pathic Association Central Office. 


3. Classifications of eligible appli- 
cants for hotel accommodations: 
member, officer, trustee, delegate, 
alternate, scientific or commercial 
exhibitor. 


4. Activities will take place at the 
Aladdin, Phillips, and Muehlebach ho- 
tels, and at the Municipal Auditorium. 


Hotel Rates 
Single Double Twins Suites 
Aladdin Hotel $ 4.50 $ 7.00 $10.00 $17.00 
1213 Wyandotte 8.50 10.50 12.00 30.00 
Hotel Muehlebach and 8.50 12.00 15.00 24.00 
Muehlebach Towers 20.00 23.00 28.00 and up 
12th & Baltimore 
Hotel Phillips 8.00 10.00 12.00 21.50 
12th & Baltimore 11.00 13.50 14.50 36.00 


Note: If a room at the rate requested is not available, a room at the next 
available rate will be assigned. 


A.O.A. Housing Bureau (Please print or type) 


Convention and Visitors Bureau 
8rd Floor 
1030 Baltimore 


Kansas City 5, Missouri Date of Application........................ 


Order of Hotel Preference: 


(1) (2) (3) 


(If the hotels of your choice are unable to accept your reservations, the A.O.A. 
Housing Bureau will make as good a reservation as possible elsewhere, providing 
all hotel rooms have not already been taken. You will receive confirmation from 


the hotel after April 15.) 


Accommodations: 
( Single occupancy; rate desired: $...................- per day 
[1] Double occupancy; rate desired: $.................... per day 
(double bed) 
(1) Double occupancy; rate desired: $.................... per day 
(twin beds) 
(0 One bedroom and parlor suite; rate desired: $................ per day 
(1 Two bedroom and parlor suite; rate desired: $................ per day 
Date of arrival Hour. 
Date of departure Hour. 


Occupants: 

(The name of each hotel guest must be listed. Therefore, please include the 
names of both persons who will occupy each double room requested. Please do not 
make reservations for anyone without definite agreement with parties involved.) 
The name and address of each person for whom you are requesting reservations 


and who will occupy the room is: 


Applicant: 


Name. 


(Street Address) (City) (Zone) 


Name of firm, if commercial exhibitor. 


Promptness in completing this form will insure desired 
hotel accommodation. 


Please tear out and send in whole page. 
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effective 


indicated 
in all degrees by itself in most 
of hypertension hypertensives” 


avoreDIURIL with RESERPINE 


HYDROPRES can be used: 


> alone (In most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


often strikingly reduced.) 


» as replacement therapy, in patients now treated with other drugs (in patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 


over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


50 mg. HydroDIURIL, 0.125 mg. reserpine. 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one or two times a day. 


One tablet one to four times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. - 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


wc) MERCK SHARP & DOHME, piviSiON OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


DRO AND ARE OF MERCK & CO., INC, 
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COMPONENTS; 


ANTISPASMODIC 


TIME-MATCHED 
(4 SEDATIVE 


COMBINATION 


BUTIBEL combines two essentially synchronous components—belladonna extract 
and BUTISOL? @ One or two tablets one-half hour before meals and at bedtime 
assures smooth, uninterrupted control of gastrointestinal spasm through the day 
and during the night. 


Similar preparations containing phenobarbital, which has three times the dura- 
tion of action of belladonna, must either build up a cumulative sedative burden or 
leave patients for long hours without effective antispasmodic protection. 


By contrast, BUTIBEL, with its time-matched components, gives full, con- 
tinuous antispasmodic and sedative action for smooth control of functional gastro- 4 
intestinal disorders. 


BUTIBEL: be//adonna extract...15 mg. and BUTISOL Sodium®...75 mg. 


butabarbital sodium 


BUTIBEL Tablets « Elixir » Prestabs® Butibel R-A (Repeat Action Tablets) 


McNEIL LABORATORIES, INC., PHILADELPHIA 32, PA. 
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Make reservations for 


A. T. STILL 
Memorial Luncheon—NOW! 


HEAR the inspiring address, “SIXTY-FIVE YEARS OF 
OSTEOPATHY—A PUBLIC TRUST,” by Morris Thomp- 
son, D.Sc., President, Kirksville College of Osteopathy 
and Surgery. 


WHEN—Tuesday, July 19, 12:30 p.m. 


WHERE—Colonial Room, Hotel Muehlebach, 
Kansas City, Mo. 


SPECIAL price of $2.00 for those preregistering for the 
64th Annual Convention of the American Osteopathic 
Association. Remit $2.00 for each luncheon ticket desired 
when sending in registration fee. Luncheon tickets sold 
at the Convention will cost $5.00 each. 


HURRY and send for your luncheon tickets, as only 325 
persons can be accommodated. 
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produce tritium at a time when we 
thought we needed it for hydrogen 
bombs. Now that we are using lithium 
hydride bombs, we no longer need the 
tritium for bombs, so it is available for its 
many other valuable purposes. 

So far we have not succeeded in reach- 
ing a temperature more than about 10,- 
000,000° C., evidently far short of the 
100,000,000° C. or possibly 300,000,000° 
C., which will probably be needed. How- 
ever, practically all of the scientists work- 
ing on the problem are confident that in 
the not too distant future some one will 
achieve the scientific break-through, 
which will demonstrate that generation of 
atomic energy through fusion is possible 
and that, within a few generations after 
this, atomic energy generated through 
fusion will be supplying most of the 
world’s power needs economically. 


AIR POLLUTION 


Of course each new development 
brings its problems, and we would be 
foolish indeed if we assumed that the 
only problems to be solved were the ones 
which we foresee clearly now. Surely no 
one foresaw when the automobile was 
first developed that it would within a 
generation have killed and injured more 
people in the United States than we have 
lost in all the wars of our history, or that 
its exhaust gases would be playing a ma- 
jor part in transforming parts of Cali- 
fornia into smog-ridden areas with heavy 
crop losses yearly, and where on a con- 
tinually increasing number of days of the 


year, these gases in the atmosphere under 
the influence of sunlight produce acrid 
odor, reduce visibility, irritate the eyes, 
and may possibly be decreasing life ex- 
pectancy. 


RADIATION 


Dangerous radiation, as a by-product 
of both space travel and of atomic ener- 
gy, may well prove a tougher problem to 
solve than we foresee now, even though 
the advantages brought about through 
the use of radioactive isotopes are already 
saving American industry about a billion 
dollars a year and may be saving as 
much as five billion dollars a year by 
1970. Added to this figure are the count- 
less savings brought about through their 
use in agriculture, food preservation, 
medicine, and research using tagged 
atoms to study such organisms as blood 
cells, bacteria, viruses, and living plants 
and animals. Radioactive isotopes are also 
used to produce desired mutations in 
plants and animals and to produce de- 
sired changes in the physical and chemi- 
cal characteristics of materials. Radiation 
has already proved to be a very valuable 
tool in the detection and control of can- 
cer, and continual progress is being made 
in its use. However, radiation from fall- 
out elements, from radioactive isotopes 
in the residue from atomic reactors, or 
from military activities, may prove to be 
man’s most pressing problem, other than 
the explosive increase in population, and 
may well be the most important change 
in man’s future physical environment. 


California’s older 


people—their 


health problems* 


Florence E. Olson, M.P.H., Analyst, 

Bureau of Vital Statistics and Data Processing, 
Mary Elizabeth Laughlin, M.S., Analyst, 
Bureau of Chronic Di ‘ 

and Marguerite S. Augustine, M.P.H., 

Health Education Consultant, 

Bureau of Health Education, 

California State Department of Public Health 


Part I 
California’s older population 


The notion is widespread that California’s 
population is gaining large numbers of 
older persons from other states. Actually 
the bulk of the migration into the State 
consists of young people coming to work 
in the State’s growing industries. In the 


*Reprinted from California’s Health, March 1 
and 15, 1960. 


The State Department of Public health has 
just published a fact-book, California’s Older 
People—Their Health Problems. Excerpts from 
the narrative parts of the fact-book are reprint- 
ed. The 50-page publication includes much 
statistical information in tables and graphs. 


THYROGLOBULIN AUTOPRECI 
ASSOCIATED WITH 


TA-TEST provides an important new time-saving 


procedure in diagnosis of 


yroid disease. It speedily 


detects thyroglobulin autoprecipitin, associated with 
Hashimoto’s Disease (chronic lymphoid thyroiditis) 
and primary myxedema. Since both of these conditions 
are treated medically, rather than surgically, the diag- 


nostic helpfulness of this new screening test is obvious. 
The test is simple to perform and requires only two 
drops of patient’s serum. Results are then read within 


3. Positive control 


1. Negative specimen, undiluted 
2. Negative specimen, diluted 


two to three minutes. TA-TEST is —— in com- 
1 


pact 20-test kits containing reagent, diluent, control HY L A N D L ABOR ATO Ri ES 


serum and glass slide. List No. 90-100 4501 Colorado Blvd. 


Los Angeles 39, Calif. 
160 Lockwood Ave., Yonkers, N.Y. 


* Trademark of Hyland Laboratories 
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NEEDED: THE APPETITE SUPPRESSANT STRONG 
ENOUGH AND SAFE ENOUGH TO DO THE JOB 


+} Ambar controls many cases of overeating/obesity refractory to 
4 usual therapy. To strengthen the will for successful dieting, the 
> methamphetamine-phenobarbital in Ambar is designed to im- 
prove mood without harmful cns overstimulation. Available in 
different forms to enable individualization of dosage: AMBAR #1 
EXTENTABS, 10-12 hour extended action tablets, methampheta- 
mine HCI 10.0 mg., phenobarbital 64.8 mg. AMBAR #2 EXTEN- 
TABS, methamphetamine HCI 15.0 mg., pheno- 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 


Ambar #1 Extentabs’/ Ambar'#2 Extentabs 


¥ 
methamphetamine 3.33 mg., phenobarbital 21.6 mg. 
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your literature search would 
reveal that New DIMETANE is 
recommended antihistaminic 


therapy HIGHLY EFFECTIVE / A.M.A. COUNCIL ON 
DRUGS J.A.M.A. 170:194, 1959 “...a high order of antihis- 
taminic effectiveness and a low incidence of side effects.” 
SIDE REACTIONS AS FEW AS PLACEBO / NEW ENGLAND J. MED. 
261:478, 1959 (Schiller, I. W., and Lowell, F. C.) “In contrast 
to the frequency of central-nervous-system-stimulating -or 
sedative effects produced by chlorprophenpyridamine was 
the virtual freedom from these relatively disagreeable effects. 
...Side effects in patients taking placebo were as frequent 
as those seen with parabromdylamine (Dimetane).” 

NO PENALTY FOR ANTIALLERGIC POTENCY / ANNALS OF 
ALLERGY 17:19, 1959 (Lipman, W. H.) “. . . proved to be the 
safest antihistaminic agent that we have used in the treat- 
ment of disturbances due to allergies.” 

EXCELLENT PATIENT RESPONSE EVEN IN THOSE INTOLERANT 
OF OTHER ANTIHISTAMINES / ANNALS OF ALLERGY 16:128, 
1958 (Thomas, J. W.) “. . . according to the patients’ state- 
ments, this drug was found superior to previous antihistaminic 
therapy .. . in certain instances patients who were not able 
to tolerate other antihistamines tolerated Dimetane and ob- 
tained a satisfactory response.” 

“94.6%” EFFECTIVENESS RATE IN ALLERGIC AND PRURITIC 
DERMATOSES / ANTIBIOTIC MED. & CLIN. THERAPY 6:275, 
1959 (Lubowe, |. |.) “valuable relief from the pruritus. .. .” 
“91%” EFFECTIVENESS RATE IN RESPIRATORY ALLERGIES / 
NEW YORK STATE J. MED. 59:3060, 1959 (Fuchs, A. M., and 
Maurer, M. L.) “. . . an outstanding antihistaminic agent for 


the symptomatic relief of respiratory allergies . . .” 


Your literature search would turn up many more references to 
Dimetane than space here permits. There are papers from dis- 
tinguished medical centers, investigators, specialists and 
general practitioners describing the safe efficacy—the easy 
practicality—of Dimetane in urticaria, allergic rhinitis, ecze- 
ma, hives, and in almost the entire range of common allergies. 
Reprints are available. SUPPLIED: ORAL: Tablets (4 mg.) or 
Extentabs® (12 mg.), bottles of 100, 500. Elixir (2 mg./5 cc.), 
bottles of 1 pint. INJECTABLE: Dimetane-Ten (10 mg./cc.) in 
1 cc. ampuls, boxes of 6. Dimetane-100 (100 mg./cc.), 2 cc. 
size multiple dose vials in boxes of 1. 
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(Robins) 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
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Just one prescription 
for new 


(Oretic® with | Harmony ®) 


ay 


keeps your hypertensives 
wide awake & working 


... GIVES THEM THE BENEFITS OF 


1 ORETIC’s pronounced saluresis 
2 HARMONYL’s selective antihy- 
pertensive effect 


3 The potentiating action of both 
agents working together 


When Harmonyl, Abbott's unique rau- 
wolfia alkaloid, is combined with the po- 
tent diuretic/antihypertensive Oretic, 
the result is convenient, efficient one- 
tablet treatment especially suited to 
hypertensives who must remain alert 
and active during the day. 

This is because Harmonyl has selec- 
tive action. It lowers blood pressure 
without producing an excess of side 
effects. For example, in a series of 
studies ‘5 of 403 hypertensive and 
anxiety patients treated with Harmonyl 
alone, only 6 reported any depression; 
only 12 reported any nasal stuffiness; 
only 13 reported any lethargy. 

Oretic potentiates the antihyperten- 
sive action of Harmonyl, and also 
produces elimination of water and 
sodium. For this reason, in many cases 
some relaxation of rigid low-salt diets 
may be allowed. To further tailor ther- 
apy to individual needs, three preci- 
sion dose forms are available: 


Oreticyl Forte. Oretic 25 mg., 
Harmonyl 0.25 mg. 


Oreticy!l 25. Oretic 25 mg., 
Harmonyl 0.125 mg. 


Oreticy! 50. Oretic 50 mg., 
Harmony! 0.125 mg. 


All in bottles of 100 and 1000. 


1. Billow, B. W., et al., The Use of a New Rauwolfia 
Derivative, Deserpidine, in Mild Functional Dis- 
turbances and Office Psychiatry, N. Y. J. Med., 
59:1789, May, 1959. 


2. Winsor, T., Comparative Effects of Various Rau- 
wolfia Alkaloids in Hypertension, Diseases of the 
Chest, April, 1959. 


3. Rawls, W. B., and Evans, W. L., Jr., Clinical Ex- 
periences with Deserpidine in the Management 
of Hypertension and Anxiety Neurosis, N. Y. J. 
Med., 59:1774, May, 1959. 
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past, California had a larger proportion 
of persons 65 and over than did the 
United States as a whole. Now Califor- 
nia’s older population is similar in pro- 
portion to that of the rest of the Nation. 

Within California, the aged are dis- 
tributed unevenly throughout the State 
from a high of about 14 percent in two 
counties to less than 5 percent in four 
counties according to the 1950 census. 
In seventeen of the rural counties with 
small population, more than 10 percent 
of the population have passed 65. 

Even though the older people in Cali- 
fornia will be a smaller proportion of the 
total population by 1970, their actual 
numbers will increase rapidly with the 
increase in population. 

During each of the three decades from 
1920 to 1950, the age group 65 and over 
increased more rapidly than any other 
age group in California. Estimates for 
the next two decades, 1950-1970, indi- 
cate that the greatest increase will occur 
among younger people, the under 25 year 
age group, although the 65 year and 
over age group is expected to increase 
by 80 percent. 

Californians are living longer now, es- 
pecially the women. During the last 
three decades, the life expectancy of 
women at age 45 years has increased 
from 28 to 32 years, i.e., an increase of 
four years. Meanwhile, men of the same 
age have added only one year to their 
average life expectancy. Even more strik- 
ing is the fact that the California men 
who reach 65 now cannot expect to live 
any longer than men of the same age in 
1920. 


NONINSTITUTIONAL POPULATION 


As people grow older their pattern of 
living changes. Children grow up and 
leave home; a spouse dies; a change of 
occupation takes place; retirement age is 
reached—all these conditions dictate 
change in living patterns. Data from the 
California Health Survey, 1954-1955, 
show some of these changes. 

Widowhood often imposes a drastic 
change in living pattern. More than half 
of all women in California above 65 
years of age are widows, and by age 75 
two-thirds of the women in California 
are widows. This brings about serious 
economic and social problems. 

Another common cause of abrupt 
change in living pattern among older 
persons is the termination of employ- 
ment. Until age 65, the majority of the 
men in California continue to work. Pres- 
ent retirement practices result in a sharp 
decline in the proportion of men staying 
in the work force after the age of 65. In 
the age group 70 to 74, only a quarter 
of the men are still reported to be in 
the work force. 

Income usually changes with any 
change in marital or occupational status. 
About one-third of those 65 to 69, and 
almost half of all Californians over 70 
live on a family income of less than 
$2,000 a year. The average income of 
those 75 and over rises somewhat be- 
cause by that age 30 percent of the 
women and 20 percent of the men have 
gone to live with relatives whose family 
incomes are higher. 
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Up to the age of 75, there is a con- 
tinuing decrease in the number of per- 
sons per household in California. Only 
10 percent of the women 45 to 54 live 
alone. After age 70, 30 percent of the 
women who are not in institutions live 
alone. This creates a number of health 
problems—nutritional, medical care and 
others. 


INSTITUTIONAL POPULATION 


Five percent of the California popula- 
tion 65 years and over are estimated to 
be in institutions of various kinds. Over 
one-half of this institutionalized group 
require medical or nursing care. One- 
sixth of them are in facilities for mental 


illness. 


MORTALITY IN THE OLDER AGE GROUPS 


Examining causes of death sheds light 
on the nature of health problems. With 
the increasing success in the control of 
communicable diseases, chronic diseases 
have become the major problems and 
now account for about three-fourths of 
all deaths. 

A basic measure of the success in 
meeting health problems is a downward 
trend of the death rate. Most of the de- 
crease in mortality rates, which medical 
and public health workers have helped 
to bring about, has occurred in the 
younger age groups. All the medical and 
public health efforts in the United States 
in recent decades have had little effect 
on death rates of persons over 45 years. 
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Since 1906, when California came into 
the U.S. Death Registration Area, the 
death rates for older women have been 
lower than for men of comparable ages. 
Mortality rates of men 45 to 74 years of 
age have declined very little during the 
first half of the twentieth century and 
still have not reached the point that the 
rates for older women had reached sev- 
eral decades ago. 

Trends of certain causes of death can 
be examined without too much difficulty, 
but changes in medical knowledge, in 
reporting, and in classification procedures 
make it difficult to do the same for other 
specific diseases. Tuberculosis and acci- 
dents (other than motor-vehicle acci- 
dents), for example, have declined sharp- 


ly, while cancer and diseases of the heart 
have increased during the four decades. 

Of the chronic diseases, heart disease 
is the most important cause of death 
among all Californians above 45, except 
among women 45 to 54 where cancer 
ranks first. 

Diabetes does not rank among the ten 
leading causes of death for older men, 
but it has become an important cause of 
death for women 55 to 74. 

Among the chronic diseases, cirrhosis 
of the liver has become an important 
factor in mortality, particularly in the 
age group 45 to 64 where it is now the 
fourth leading cause of death. 

Tuberculosis was one of the leading 
causes of death in California as late as 


with a single, 80-wnit, intramuscular injection! 
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Results in acute bursitis with CorTRroPHIN®-ZINC— 
the most advanced, longest-acting ACTH preparation*— 
“Complete relief of acute bursitis was accomplished in 85% of 


35 cases treated...” 


“(Dosage was) 1 intramuscular injection of CorTROPHIN-ZINC 


...2cc. or 80 U.S.P. units.” 


“Definite clinical improvement occurred within 4 hours...” 
... and complete symptomatic resolution in 24 hours.” 

“Complete restoration of painless motion was thus accomplished 
and the patient returned to work within 2 days.” 
“No additional therapy was needed. The simplicity of this treat- 


ment is self evident.” 


*Klosk, E. and Bernstein, A.: J. Newark Beth Israel Hospital 11:58, 1960. 


CorTROPHIN-ZINC— preferred over other ACTH preparations, 
hecause of these special advantages — 

- Rapid onset—5% is free actH for quick absorption. 

- Prolonged action—48- to 72-hour action with 1 cc. (40 units). 
Safety —slow, steady release avoids over- and under-dosages. 
Convenience —free-flowing; no pre-heating needed. 
Purity — minimizes risk of sensitization. 

Painlessness— because of fine, aqueous 


suspension, small needle. 


Supplied: 40 or 20 U.S.P. units/cc., 5-cc. vials; 
lce, (40 U.S.P units) ampuls with sterile, 
disposable syringe. 
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1950, when it was the sixth leading 
cause among men and the eighth among 
women. By 1957 tuberculosis no longer 
appeared among the ten leading causes 
of death for either men or women. 

Pneumonia and influenza are examples 
of communicable diseases which require 
constant surveillance to keep under con- 
trol. In 1957, this cause of death ranked 
higher than it did in 1950. The epidemic 
of “Asian flu” in 1957 may partly ac- 
count for this. 

Accidents are an important cause of 
death for both men and women in all 
age groups. They are sixth in importance 
after 75 years of age. 


NATURE AND EXTENT OF THEIR 
ILLNESS 


Because of the lack of information 
about the occurrence of chronic diseases 
in the general population, those planning 
public health programs in the field of 
aging have until recently been forced to 
rely upon mortality data and fragmen- 
tary morbidity data. 

The California State Department of 
Public Health took a step forward in 
1954-1955 by carrying out a Statewide 
survey of illness. The California Health 
Survey supplied information about the 
kinds of illness prevalent in the general 
population, and in various segments of 
the population. 

The population surveyed was entirely 
outside institutions. With increasing age 
many persons with serious conditions re- 
ceive long-term care in institutions. So, 
in essence, the information from the Sur- 
vey describes a selected group of older 
people. 

The Survey disclosed that 70 percent 
of the Californians over 65 reported 
some type of illness in the four-week 
period preceding the interview. Most of 
this illness was chronic in nature; two- 
thirds of this older group reported one 
or more chronic illnesses. 

Examining the number of days of dis- 
ability resulting from current illness is 
one way of measuring the effect such ill- 
ness has upon the population. The Cali- 
fornia Health Survey showed that with 
age there is a steady increase in the 
number of days of disability from illness, 
among both men and women. The av- 
erage Californian had about 24 days of 
disability per year, while each Cali- 
fornian 45 to 54 reported about 25 days 
of disability per year. For those 75 and 
over, the number of days of disability is 
three and one-half times as many as re- 
ported for all Californians. 

As expected, Californians reported an 
increasing number of chronic conditions 
with increase in age. For age group 65 
to 74, chronic conditions averaged more 
than 1.8 per person and above age 75 
about 2.3 per person. The effect of aging 
is shown particularly by the increase in 
the number of certain chronic conditions 
such as cardiovascular diseases, arthritis 
and rheumatism, and _gastro-intestinal 
diseases. About one-tenth of the men 
over 65 years of age were affected by 
hernia. The older people also reported 
an increasing number of symptoms which 
could not be classified in a specific dis- 
ease category. However, there were 
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some conditions which did not show in- 
crease with age after 45. These includ- 
ed such conditions as chronic respiratory 
ailments, allergies, skin diseases, and 
neuro-muscular and bone diseases other 
than arthritis and rheumatism. 

The Survey obtained the opinion of 
the person interviewed as to the degree 
his chronic condition limited his activi- 
ties. The older the people, the larger 
the proportion who considered them- 
selves limited in their activities by 
chronic conditions. After age 75, more 
than half considered themselves to be 
limited in their activities to some degree 
by chronic conditions. Almost a third of 
these aged people living outside institu- 
tions stated that because of chronic con- 
ditions they could not get around with- 
out help or could not carry on their 
usual activities. 


REPORTABLE DISEASES 


As part of its regular activities, the 
State Department of Public Health col- 
lects data on new cases of reportable dis- 
eases. Over half of the new cases of 
tuberculosis in 1957 were reported in the 
age group 45 years and over. About 
one-sixth of all new tuberculosis cases 
were discovered in people beyond 65 
years of age. 

In 1957 about 40 percent of the cases 
of syphilis reported for the first time 
(although they were in various stages of 
the disease) were in the age group above 
45. 


Diphtheria is usually considered a 
childhood disease, but in 1957 three of 
the nine cases reported were for persons 
= 45. One of these was a person over 

Considering the current picture of the 
reportable communicable diseases, it is 
evident that many more cases are found 
among the older people than is generally 
thought to be the case. 


THE MEDICAL CARE THEY RECEIVE 


Data from the California Health Sur- 
vey have been analyzed to give a picture 
of the medical care that older people re- 
ceive. It should again be noted that the 
Survey data did not cover any of the 
older people in institutions for long-term 
care. People hospitalized for terminal 
illness were also excluded from these 
data. 

The data show that consistently after 
age 55, men were admitted to hospitals 
much more frequently than women. Dur- 
ing the age period 55 to 74 years, men 
spent many more days in hospitals than 
did women. 

Persons over 65 years of age received 
on the average about two days of hospi- 
tal care annually per person, as com- 
pared with about one day for persons 45 
to 64, and considerably less than one day 
for persons under 45 years. The average 
length of stay for general hospital ad- 
missions was 17 days for persons over 65. 

Most hospital care for older persons is 
not covered by insurance. After age 65, 


when the amount of care needed in- 
creases sharply, the extent of coverage 
by health insurance decreases rapidly, 
Only 14 percent of those above 75 in the 
California Health Survey had any type 
of coverage, and much of this was ex- 
tremely limited in scope. About a third 
of all general hospital days of care for 
persons over 65 years of age in Cali- 
fornia were provided in county hospitals, 

Some indication of the amount of 
home care needed by older people in 
California was also obtained in the Cali- 
fornia Health Survey. For those over 65 
receiving some type of home-nursing 
care, the rate was 65 per 1,000 persons 
whereas among younger persons the rate 
was only 5 per 1,000. 

Persons over 65 years of age also re- 
ceived more physician visits than did 
younger persons, about eight visits per 
year on the average, as compared with 
about five visits to persons under age 65. 
Approximately one-fourth of all medical 
visits to older persons outside of hospi- 
tals took place in the patient’s home. 


MEDICAL CARE IN INSTITUTIONS 


Data from the Department’s own rec- 
ords and those of the Departments of 
Mental Hygiene and of Social Welfare 
are used here to give some information 
about the medical care of the institution- 
alized older people, who were excluded 
from the California Health Survey. 

The age group above 65 constitutes 
only 8.1 percent of California’s total pop- 


FOR RECTAL AND VAGINAL USE 


Rectally For: 

@ Spastic Constipation 

Anal Stricture .. . Prolapse 
@ Post-hemorrhoidectomy 

@ Post-fistulectomy 
Vaginally For: 

@ Dyspareunia 

@ Vaginismus 

@ Perineal Repair 
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Gently stretch tight, spas- 
tic, or sphinc- 


reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for: progressive 
therapy. Infants: in flex- 
ible rubber. Children and 
Adults: in bakelite. 
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= d-amphetamine depresses appetite and elevates mood 
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overstimulation, insomnia or barbiturate hangover). 
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Before application of White’s Vitamin A & D After application of White’s Vitamin A & D 
Ointment—Typical diaper rash with excoriation Ointment at every diaper change—Diaper rash 
of skin. has completely disappeared within one week. 


Before application of White’s Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment—Treatment-resistant varicose ulcer in & D Ointment—Completely healed ulcer pho- 
elderly obese patient. tographed five weeks after the start of treat- 


ment with White’s Vitamin A & D Ointment. 


Before applications of White’s Vitamin A & D After daily treatment with White’s Vitamin A 
Ointment— Severe pressure sore in area over & D Ointment—The sore is now filled with 


granulation tissue and shows signs of re- 


greater tuberosity of femur. 
‘ epithelization at margins. 


Supplied in 1% and 4 oz. tubes; 1 Ib. jars and 5 Ib. containers. 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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relaxing, restful sleep 


without barbiturates, bromides or narcotics 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 


. enhanced by scopolamine and 


salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 
711 Fifth Avenue, New York, N.Y. 


ulation, but they comprise almost 29 per- 
cent of the mental hospital population. 
More than two-thirds of the resident pa- 
tients in the State’s mental hospitals are 
above 45 years of age, but they represent 
only 28.6 percent of California’s total 
population. 

In California the State Department of 
Public Health licenses nursing homes 
which meet certain standards for care. 
The State Department of Social Welfare 
licenses boarding homes; persons requir- 
ing nursing care are not admitted to 
boarding homes. In 1954 these two de- 
partments conducted special surveys of 
nursing homes and of boarding homes as 
part of a Public Health Service nation- 
wide survey of such institutions. This 
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special survey revealed that half of the 
residents of nursing homes and boarding 
homes in California were over 80 years 
of age. 

About a fourth of the patients in nurs- 
ing homes were there because of paraly- 
sis following stroke. The next most im- 
portant reasons for nursing home care 
for this age group was disability from 
heart and circulatory diseases. Thirteen 
percent of the women entered nursing 
homes because of fractures, while only 
six percent of the men went in for this 
reason. 

In response to the increasing demand 
of persons in the older age groups for 
institutional care, there was a 35 percent 
increase in the number of nursing homes 


in California in the seven years from 
1950-1957 and a 40 percent increase in 
the number of boarding homes during 
that period. In 1956, there were 11,180 
beds in licensed nursing homes—an in- 
crease of 28 percent since 1951. 

During the past eleven years over 
57,000 hospital beds have been con- 
structed in California and about 20 per- 
cent of these have been for long-term 
illness. Even with this increase in beds 
for long-term illness, the need is far 
from being met. To meet present needs, 
beds for this purpose should be increased 
by at least 16,000. 


Part II 


Special health problems 
of older people— 
current efforts to meet them 


CANCER 


Cancer is mainly a disease of older 
people. Death rates from cancer begin 
to rise at about age 35, but after 45 the 
rise becomes sharp. 

Among women the rise becomes more 
pronounced earlier than it does for the 
men. This is due mainly to the fre- 
quency of breast cancer and genital can- 
cer which develop relatively early in 
life. 

Cancer of the lung and of the pros- 
tate, two of the leading sites of cancer 
among men, usually develop late in life. 
This brings the cancer death rate for 
men to nearly one and one-half times 
that for women in the age group 65 and 
over. 

It is not difficult to obtain data on 
deaths from cancer, since all deaths are 
reported to the State Department of 
Public Health. But it is not possible to 
obtain information on all cases of cancer 
in California, since there is no State- 
wide system of reporting cancer cases. 

In order to gather cancer morbidity 
data, the State Department of Public 
Health established the California Tumor 
Registry in 1947. Thirty-eight hospitals 
in the State now report to the Registry 
all of their cancer cases, and each year 
report the follow-up status of these cases. 
It is estimated that these reported cases 
are approximately one-third of all can- 
cer cases in the State. These reports are 
extremely useful in evaluating the cancer 
problems in California, since they furnish 
a description of a sample of the popula- 
tion with this disease and information as 
to what happens to these cases. Such in- 
formation is essential to cancer control, 
since in the present stage of medical 
knowledge the principal means of cancer 
control is the early detection and treat- 
ment of cases. 

Morbidity information from the Tumor 
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WHICH 
ONE 1S 
THE 
BLEEDER? 


*U.S. Pat. Nos. 2581850, 2506294 


CASE NO. ] 


Blood Coagulation Time 
3 min. 15 sec. 


Bleeding Time . 1 min. 30 sec. 


CASE NO. 2 


Blood Coagulation Time 
3 min. 25 sec. 
Bleeding Time . 1 min. 20 sec. 


CASE NO. 3 
Blood Coagulation Time . 3 min. 


Bleeding Time . 1 min. 30 sec. 
CASE NO. 4 
Blood Coagulation Time 
3 min. 15 sec. 
Bleeding Time . . . . . 2min. 
CASE NO. 5 
Blood Coagulation Time 
3 min. 10 sec. 
Bleeding Time . 1 min. 40 sec. 


All had normal blood studies— 
yet one had a bleeding problem. 
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 & VALUABLE ADJUNCT TO SURGERY 


CONTROL 
THE 

MOST COMMON 
CAUSE 


OF BLEEDING 


The most common cause of bleeding is increased capillary permeability 
ng to recent studies. Coagulative defects, the least common 
red in less than one of every four patients whose 
plaint was abnormal bleeding.* 


ard safety mea sure 


Adrenosem bleeding by excessive 
capilla 38 ity and pron g retraction of 
severed capillary ends. Thus rols the chief cause 
of g. Its hig Jex of salety with no contrain- 
dications at recommended dosage levels. establishes 
Adren as a Standard preventive measure, even 
where there is no history of abnormal bleeding.7 


weoperative use of n adds an extra 
utgical procedures. It makes good technic 
’ better. by pr oviding lear waive field. 


*£. Cheraskin: 
The Control of Bleeding, 
J. Am. Dent. Assn., 
58:17 (Apr., 1959). 


fExtensive bibliography 
available on request. — 
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Registry emphasizes the fact already 
brought out by the mortality informa- 
tion, that cancer is mainly a disease of 
the older people. Almost five times as 
many cancer cases in people over 45 
have been reported to the Registry as 
in people under that age. 

However, when morbidity information 
obtained from the Registry is analyzed 
by site of cancer quite a different picture 
is obtained from that based on mortality 
information. The proportion of cases of 
cancer of the skin and of the prostate 
increase steadily with age above 45. 
These sites account for 40 percent of the 
total cases in the persons above 85 years 
of age. Although skin cancer occurs fre- 
quently, it causes less than one percent 
of the cancer deaths. 


ACCIDENTS 


In the California Health Survey fewer 
accidents were reported for people over 
45 years of age than for those under 45, 
but the severity of the effect of these ac- 
cidents on older people creates a serious 
problem. This is particularly true for 
persons over 65. The Survey data showed 
that accidents were the cause of 10 per- 
cent of the hospital admissions for males 
in this age group and 14 percent of their 
hospital days. For females in the same 
age group, accidents caused 20 percent 
of the hospital admissions and 30 per- 
cent of the hospital days. 

Further evidence of the seriousness of 


the accident problem is shown by the 
increase in death rates from this cause 
with increase in age. Age and physical 
condition of older persons and severity 
of the accidents are factors to be consid- 
ered in their chances of recovery from 
accidental injuries. 

In 1957, the mortality rates from mo- 
tor vehicle accidents and from other 
accidents remained about equal up to 
the age of 75 when the death rate from 
accidents other than motor vehicle acci- 
dents rose sharply. 


TRAFFIC ACCIDENTS 


Information from the California High- 
way Patrol shows that the accident se- 
verity rate from motor vehicle accidents 
is higher among older people. Among 
the younger people, for every death from 
a motor vehicle accident there are 47 in- 
juries, while among persons above 45 
years there is one death for every 22 in- 
juries. 

Most of the fatal motor vehicle acci- 
dents to people above 75 occur when 
they are pedestrians. Almost half of the 
nonfatal motor vehicle accidents causing 
them injury occur when they are pas- 
sengers. 


BLINDNESS 


According to the California Health 
Survey, about 1.4 percent of all persons 
over 65 are totally blind. An additional 
4.6 percent are blind in one eye or have 


severe impairment of vision in both eyes. 

The State Department of Public 
Health has long been concerned with the 
problem of prevention of blindness. In 
1954, with a grant from the W. K. Kel- 
logg Foundation, the Department estab- 
lished a project to study the extent and 
causes of blindness in California and to 
develop a public health approach to their 
control. 

Records on blindness among persons 
receiving public assistance in California 
are kept by the State Department of So- 
cial Welfare in connection with their 
program of Aid for the Needy Blind. 

Analyzing the information from the 
State Department of Social Welfare, the 
Prevention of Blindness Project learned 
that cataract is the main cause of blind- 
ness in those over 65. The next most 
important cause is glaucoma. Although 
the specific causes of cataract and glau- 
coma are not known, most of the blind- 
ness from these conditions can be pre- 
vented by careful medical supervision 
and treatment. Almost a third of the 
blind receiving public assistance in Cali- 
fornia had their onset of blindness be- 
tween the ages of 45 and 65. 


CARE OF THE CHRONICALLY ILL IN 
COUNTY HOSPITALS 


California has an extensive county hos- 
pital system. Of the 58 counties, 47 op- 
erated their own general hospitals in 
1957. The increasing numbers of older 
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people place a growing burden on the 
county hospitals to provide treatment for 
chronic illness and disability. If much 
of what is now known about preventing 
patients from becoming bed-ridden were 
applied early in the case of these older 

people, hospitals would not be so bur- 
dened with large numbers of long-term 
care patients. Early rehabilitation care 
must become more widely used. 

Some of the counties in California are 
developing active programs to shorten 
periods of institutional care. For exam- 
ple, Alameda County some years ago 
established in Fairmont Hospital a re- 
habilitation service, primarily for polio- 
myelitis patients. This now has been 
converted into a general rehabilitation 
service. A large group of these patients 
are “stroke” cases. In 1952 the average 
stay for all patients in Fairmont was 
252 days; by 1958 this had been reduced 
to 134 days. In 1958 the average stay 
for patients treated on the rehabilitation 
service was 99.5 days. 

As facilities become crowded or obso- 
lete, many counties are evaluating their 
existing programs for care of the chroni- 
cally ill. For example, in 1959 the Board 
of Supervisors of Kern County, when 
they were faced with replacing a nursing 
home facility, requested a survey by the 
State Department of Public Health. As 
a result of the survey, recommendations 
were made for the development of a 
forceful, dynamic rehabilitation program 
which will emphasize physical restora- 


tion and shorten the length of hospital 
stay. This is only one of a series of sur- 
veys in county hospitals carried out by 
the Department since 1947. 


MEDICAL INDIGENCY 


Complete information about medical 
indigency among California’s older peo- 
ple is not available from any single 
source, but since it is known that av- 
erage income decreases sharply with age, 
the ability to pay for medical care also 
decreases. 

Information is available about one 
group of the medically indigent in Cali- 
fornia. In September 1956 the State De- 
partment of Social Welfare, with the co- 
operation of the counties, made a study 
of a 20 percent sample of persons who 
were receiving Old Age Security while 
in public medical institutions. The dis- 
tribution with respect to men and women 
was almost exactly that of persons in the 
same age group in the general popula- 
tion. This is different from the California 
total Old Age Security caseload, which 
has twice as many women as men. 

The people receiving Old Age Security 
while in public medical institutions are 
substantially older than recipients of Old 
Age Security in general. Forty-six per- 
cent of those in public medical institu- 
tions are 80 years old or older, as com- 
pared with only 26 per cent in this age 
group among the total Old Age Security 
caseload. Eighty percent of the recipients 
of medical aid in public medical institu- 


tions will probably need institutionaliza- 
tion for the rest of their lives. 


DEMONSTRATION PROJECTS 


The great volume of medical and nurs- 
ing care required by the older people 
poses a challenge to public health work- 
ers to reassess the present ways of meet- 
ing these needs. 

Beginning in 1957, the Federal Gov- 
ernment made funds available to the 
states for development of projects in the 
field of chronic disease and aging. In 
California funds have been allocated by 
the State Department of Public Health 
for projects in rehabilitation, home care, 
early detection of disease, and improved 
care in nursing homes. 

An example of a current rehabilitation 
project is the nursing education program 
at the Fairmont Hospital Rehabilitation 
and Respiratory Center in Alameda 
County. Three-week and one-week 
courses in rehabilitation nursing have 
been conducted there regularly since 
1958. A total of 296 nurses from all 
over the State have been given this spe- 
cial training. There is already consider- 
able evidence of the influence of this 
project on nursing care in California hos- 
pitals. Rehabilitation programs for the 
chronically ill are now in operation in 
several county and community hospitals, 
and several others are in the planning 
stage. 

A project in Modoc County aims to 
demonstrate whether it is feasible to op- 
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erate a home nursing service in a large 
rural county with a scattered population 
of less than 10,000. Various phases of 
home nursing service are being studied, 
important among them being care of the 
chronically ill. 

The Los Angeles County General Hos- 
pital is providing and analyzing various 
types of services in a demonstration or- 
ganized home care program for the 
chronically ill. The study aims to de- 
termine what services can best be given 
at home and to what extent home care 
may be an alternative to hospital or 
other institutional care. Services being 
studied are those which make it possible 
for the patients to leave the hospital and 
be cared for at home. They include those 
given by physicians, nurses, laboratory 
and X-ray technicians, physical therapists, 
social workers, homemakers and others. 

The San Mateo Nursing Home Project 
is demonstrating the types of rehabilita- 
tive and restorative services which it is 
practical to give in nursing homes to the 
aged and the chronically ill. It provides 
services of physical therapists, occupa- 
tional therapists, and medical social 
workers, as well as physicians and nurses, 
to bring the patients to their maximum 
degree of self-help and independence. 

The Santa Cruz County Health De- 
partment has recently completed a sur- 
vey of a sample of the older population 
to find out whether a “meals-on-wheels” 
service is needed, and if so, what kind 
of meals would be wanted. This was 
done as part of a program for improving 
the nutrition of older people. 

A number of other studies are being 
carried on in California on health prob- 
lems of the aging. Some of these are 
supported by special project grants and 
others are carried on as regular activities 
of the health departments or voluntary 
health agencies. 
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mote. Between Leeuwenhoek’s “little 
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animalcules” and Galileo’s far distant 
galaxies the no-man’s land of scientific 
research and of our common curiosity 
has been the vast realm of the obvious. 
In this no-man’s land the most obvious 
and least investigated aspect of nature 
has been the investigator himself—man. 
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And the most obviously human and least 
examined aspect of man has been his 
communicative behavior. 

What has held true for man in general 
has been true also for the handicapped 
and disabled. When they were first 
brought into the field of public concern 
and scientific attention, the communica- 
tive aspects of their problems were both 
obvious and relatively disregarded. As we 
learn more about human behavior, how- 
ever, we come to recognize more and 
more fully the role of communication in 
the patterning of our lives—and of our 
disabilities and maladjustments. We are 
certain to go on giving more and more 
attention to the disabling effects of com- 
munication disorders—and to the impor- 
tance of effective communicative be- 
havior to any person who is engaged in 
learning how to work effectively, how to 
hold a job, and how to live graciously 
and constructively with any sort of dis- 
advantage. 

According to the best estimates we 
can make, from 2 to 5 percent of the 
population, or approximately 3 to 8 mil- 
lion persons in the United States and 50 
to 125 million throughout the world, 
have serious communication disorders. 

What kind of persons have these 
speech and hearing problems? The great 
majority are physically normal, with good 
personality potential, and comparable in 
mental capacity with other children and 
adults. Most are capable of living full 
and normal lives if only they can be re- 


lieved of the handicap of impaired hear- 
ing or speech. Moreover, this particular 
group is one for whom a very great deal 
can be done. 

Impaired speech involves problems of 
articulation, voice, fluency, rate, and lan- 
guage, either singly or in combination. 
Some speech problems, as well as certain 
hearing losses, may have both organic 
and functional causes. The following 
brief descriptions of the various types of 
speech and hearing problems are pre- 
sented separately; they often occur, how- 
ever, in combinations of various kinds. 

Articulation problems involve the 
omission or distortion of certain speech 
sounds or the substitution of one sound 
for another. For example, the s sound 
may be omitted as in top for stop, or the 
s sound may be distorted as a “whistling” 
or “mushed” s, or the th may be substi- 
tuted for the s as in thoup for soup. 

Most of the one million or so Ameri- 
can school children with impaired speech 
have articulation problems. The propor- 
tion of adults with similar difficulties is 
much lower, probably well under half 
of 1 percent of the entire adult popula- 
tion. 

When articulation disorders do occur 
in adulthood, however, their effects can 
be grave; a grown man who lisps may 
suffer fully as much an economic and 
social handicap as one who has a hear- 
ing loss or a disabled arm. Errors in ar- 
ticulation may be associated with such 
conditions as missing or misaligned teeth, 


a high and narrow hard palate, a tongue 
that is sluggish or too large, hearing 
loss, cleft palate, or cerebral palsy. How- 
ever, they usually occur as the result of 
faulty learning, in the absence of any 
such organic faults. 

Voice problems arise when the voice 
is too high or too low in pitch, too loud, 
too weak, or monotonous, nasal, hoarse, 
harsh, or breathy. Voice problems may 
or may not be associated with enlarged 
tonsils or adenoids, infected sinuses, no- 
dules on the vocal folds, chronic upper 
respiratory infections, hearing problems, 
cleft palate, or cerebral palsy. Misuse of 
the voice, as in cheer-leading, auction- 
eering, or strenuous public speaking, 
may cause damage to the vocal mech- 
anism. Approximately one out of every 
1,000 children and a larger proportion 
of adults have severe voice disorders. 

Laryngectomy, surgical removal of the 
larynx, the organ that generates vocal 
tone, is being done more and more fre- 
quently, particularly in cases of cancer 
of the larynx. Such an operation leaves 
an individual in adequate physical condi- 
tion without the ability to speak. 


NEW MANNER OF SPEAKING 


The patient must learn a new manner 
of speaking. With proper training he 
can usually master the technique known 
as esophageal speech, in which the 
sound used for speech is produced by 
swallowing air part way into the esopha- 
gus and then expelling it in essentially 
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the form of a belch, which is then 
resonated and articulated to produce 
speech. This is a very serviceable kind 
of speech when it is well learned, as it 
can be by most laryngectomy patients if 
they are provided with effective instruc- 
tion. Mechanical or artificial “voice 
boxes,” or sound-producing contrivances, 
are also being continually refined and 
are sometimes recommended for patients 
who, for some reason, cannot or should 
not use esophageal speech. 

Stuttering (a synonym is stammering) 
affects about 7 out of every 1,000 per- 
sons, roughly one million Americans. 
This is one of our largest exceptional 
groups. The problem arises mainly in 
the parents’ over-concern with the gen- 
erally normal speech hesitancies of the 
child, usually within the age range of 
2% to 4 years or so. By reacting as they 
do, the parents tend to make the child 
self-conscious about speaking; he learns 
to doubt that he can speak smoothly 
enough to satisfy his parents, and to fear 
the consequences of not doing so. He 
expresses his doubt and concern by 
speaking with increasing hesitation, inhi- 
bition, and tension. 

As the stutterer grows up his speech 
continues to be disrupted by his doubt 
and concern over his ability to speak 
acceptably. His efforts to communicate 
with others in school, and later in job 
situations and in adult social relation- 
ships, are affected adversely. Moreover, 
his feelings of confidence and self-es- 
teem are weakened, and his ability to 


profit from educational and vocational 
opportunities and to develop as a person 
is jeopardized. 

The vocational handicap is usually 
substantial. At the same time, however, 
the vocational potential of stutterers is 
very considerable, and this makes all the 
more practical and desirable remedial 
speech programs for such children and 
adults. 

Impaired hearing of severe grade af- 
fects at least 5 out of every 1,000 men, 
women and children, a total of almost 
a million in the United States. Impaired 
hearing, serious in its own right, is sig- 
nificant also because of its influence on 
speech and voice; the speaker who can- 
not monitor his own speech fully tends 
to speak with some degree of monotony 
or lack of vocal control, and he may not 
articulate all of the sounds distinctly. 

The degree to which speech is affect- 
ed by a hearing loss depends upon the 
manner and degree to which hearing is 
impaired, and whether the impairment 
existed before or occurred after the age 
when speech would normally have been 
acquired. Moreover, aside from its ef- 
fects on speech, a hearing loss makes 
communication difficult, and may dis- 
qualify a person for certain kinds of 
work. It often results in some degree of 
withdrawal from social relationships and 
a reluctance to undertake vocational 
training or job opportunities. Meanwhile, 
modern audiology and speech pathology, 
in cooperation with medical, psychologi- 
cal and educational services, have a 


great deal to offer to children and adults 
with hearing handicaps. 

Speech problems associated with cleft 
palate and cleft lip are chiefly those of 
voice quality and speech sound articula- 
tion. Approximately one in every 800 
children is born with a cleft palate or 
lip. At least one in every 2,000 Ameri- 
can children requires speech correction 
during the school years because of this 
condition. In a substantial proportion of 
cases the speech and voice problems 
persist into the adult years. 

Cleft lip is usually repaired by surgery 
soon after birth. Surgery is commonly 
used also to repair clefts of the hard 
and soft palates. When surgery is inad- 
visable or unsuccessful, appliances called 
obturators, roughly resembling “false 
plates,” are used to close off the nasal 
from the oral passage and to increase 
oral pressure for speech. However, 
neither surgical repair nor an obturator 
is necessarily sufficient to bring about 
adequate speech in the absence of clini- 
cal speech instruction. 

Speech problems associated with cere- 
bral palsy and other types of neuromus- 
cular impairment result from incoordina- 
tion of muscles used for speech. If the 
speech mechanism is affected, speech 
tends to be labored, slow, and jerky, the 
voice tends to be monotonous or irregu- 
lar, and the articulation is faulty. Im- 
paired ability to learn language and to 
acquire meaningful speech is observed 
in some children who are, or appear to 
be, suffering from brain damage; diag- 
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nosis in such cases is complex and diffi- 
cult and further research is needed if 
their problems are to be fully under- 
stood. About 400,000 children and adults 
in the United States have cerebral palsy. 
The problem of speech handicap among 
the adult cerebral palsied is particularly 
serious and requires intensive clinical 
attention. 

Aphasia or dysphasia, disturbed lan- 
guage comprehension and expression, re- 
sults from brain damage due to such 
causes as hemorrhage, infection, tumor, 
and head injury. Aphasia is, all things 
considered, one of the most important 
problems in the field of rehabilitation. 
Yet, since it is associated with grave ill- 
nesses and injuries, it tends to be disre- 
garded because attention is given pri- 
marily to the other conditions. A precise 
estimate of incidence cannot be made, 
therefore, but it is important to note 
that with the increasing proportion of 
older persons there is a growing number 
of cases of aphasia resulting from strokes 
and related causes. Moreover, the inci- 
dence of impaired language and speech 
disorder rises as head injuries resulting 
from traffic and other kinds of accidents 
increase. 

Limited verbal output is particularly 
serious for many elderly persons, espe- 
cially those in institutions for the blind, 
physically disabled, chronically ill, and 
mentally disturbed. In such institutions 
one may see thousands of men and wom- 
en sitting hour after hour scarcely speak- 
ing at all. They have practically ceased 
to interact with other people, and their 
mental and emotional condition is grave- 
ly affected accordingly. 

It is practically impossible to esti- 
mate the extent of this problem, but 
seriously needed research would prob- 
ably reveal that among the affected are 
half or more of the older persons in our 
institutions for the sick, aged, and dis- 
abled, and considerable numbers of per- 
sons at younger as well as older age 
levels outside such institutions. This 
problem is almost completely disregard- 
ed, has hardly been investigated at all, 
and yet it may well be our most serious 


communication disorder in terms of | 
members as well as harmful effects on | 


the individual. 

Services for individuals with impaired 
speech and hearing have developed in 
response to a growing realization, par- 
ticularly since World War I, of the im- 
pressive number of such persons, the 
seriousness of their handicaps, and the 
degree to which they can be benefited. 
In general, special services for those 
with speech and hearing impairments 
are provided by speech clinicians and 


clinical audiologists who do their work | 


for the most part in two kinds of set- 
tings: (a) the schools and (b) university 
and community speech and hearing clin- 


ics, hospitals, hospital-schools, rehabilita- | 


tion centers, and institutions for the 
emotionally disturbed, physically dis- 
abled, or mentally retarded. 

In some schools there are also day 
classes for the deaf, or special classes in 
which subject matter instruction is given 
to hard-of-hearing children. Pupils are 
usually taught with the aid of sound 
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if infection complicates inflammation , 


™ 4% or 1% hydrocortisone free alcohol 
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1. Jones, E. H.: Eye, Ear, Nose & Throat Month. 38:460, 1959. 2. Lockwood, J. H.: Bull. A. Mil. Dermatologists 4:2, 1955. 
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amplification and in conjunction with 
speech reading (lipreading) instruction 
and speech correction as provided by the 
teacher or by a speech clinician. 

More than half of the 5,000 members 
of the American Speech and Hearing 
Association work in educational settings, 
about one-fifth in colleges and univer- 
sities; one-fourth or so are employed in 
hospitals, rehabilitation programs, and 
clinics. In the United States the larger 
part of the remedial speech and hearing 
instruction for school-age children is 

carried on in the elementary and sec- 
ondary schools. The Office of Education 
has reported that in 1952-53 a total of 
306,747 speech handicapped school chil- 
dren were being served by 2,256 speech 
correctionists. These figures indicate an 
average caseload of 136. 

Services are being provided today for 
about one in every five school children 
who need them. Schools are steadily 
adding personnel, but the demand so far 
exceeds the supply in this field that 
many of those employed have not had 
the opportunity to obtain adequate pro- 
fessional preparation and experience. 

Only partial data are available on the 
speech and hearing services provided 
outside the schools in college and uni- 
versity clinics, hospitals, rehabilitation 
centers, and institutions for the physical- 
ly handicapped, mentally retarded, and 
emotionally disturbed. For the year 1957 
there were reported, in American Annals 
of the Deaf, 1958, to be 359 schools and 
classes for the deaf, including both day 
and residential schools, 200 speech and 
hearing clinics in hospitals, 18 private 
speech and hearing clinics, and 51 medi- 
cal schools offering speech and hearing 
services. The number of individuals 
served by these facilities is not known. 

There is a conservatively estimated 
need for 20,000 speech clinicians and 
10,000 audiologists in the United States. 
To maintain this working force, once it is 
achieved, it will be necessary to grad- 
uate 2,000 speech clinicians and 1,000 
‘audiologists annually. Our existing train- 
ing facilities must be increased threefold 
—and far more than this at the doctoral 
level—if we are to reach this objective. 

Meantime, the number of universities 
with departments of speech pathology 
and audiology and graduate programs 
in the field is gradually increasing. An 
estimated 1,000 to 1,200 graduates at all 
degree levels are being trained annually 
and an increasing refinement of the pro- 
fession’s standards of training parallels 
its growth. There are 20 or more uni- 
versities at the present time with rela- 
tively well established programs at the 
doctoral level. 

Clinical speech and hearing problems 
are most constructively managed by 
speech pathologists and audiologists 
working in cooperation with both medi- 
cal and nonmedical specialists. The medi- 
cal specialists most often concerned with 
conditions related to communication dis- 
orders are the otologists and otolaryn- 
gologists, oral surgeons, neurosurgeons, 
orthopedic surgeons, psychiatrists, pedia- 
tricians, physiatrists, and general practi- 
tioners, and, in dentistry, orthodontists 
and _ prosthodontists. 
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Tease 


Vocational rehabilitation counselors, 
clinical psychologists, especially those 
concerned with vocational and education- 
al guidance, social workers, physical and 
occupational therapists, and teachers are 
among the nonmedical specialists with 
whom speech and hearing clinicians work 
cooperatively. Also, clergymen, recrea- 
tion supervisors, school nurses, and em- 
ployers or supervisors, as well as parents, 
of course, can with the proper direction 
function as part of the team that minis- 
ters to the needs of those with problems 
of impaired speech and hearing. 

With support from the Office of Voca- 
tional Rehabilitation, the American 
Speech and Hearing Association has re- 
cently completed a comprehensive sur- 
vey of the needs for research in speech 
pathology and audiology.* The report of 
this study substantiates previous indica- 
tions that persons with impaired speech 


and hearing make up one of our very 
largest handicapped groups. It also high- 
lights the urgent need for appraisal of 
the degree to which speech and hearing 
impairment contributes to social malad- 
justment and economic disadvantage, 
since it is clear that all forms of impaired 
communication play a significant role in 
the individual’s social and economic ad- 
justment. 

The investigators conclude their report 
with these words: “Scientific research is 
done by men and women trained, moti- 
vated, and situated to do it. The success 
of the total research effort in speech 
pathology and audiology depends, there- 
fore, on effective recruiting and training 
of research workers, adequate financial 
and other inducements for these workers 
to devote their time to research, and the 
availability of appropriate laboratory fa- 
cilities, governed by administrative poli- 
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cies favorable to their intensive and ef- 
fective utilization.” 

It has become commonplace to assess 
the problems confronting us and then 
sigh about the amount of work and 
money needed to solve them. For some, 
no doubt, our problems of communica- 
tive behavior are no exception. For an 
impressive and growing number of dedi- 
cated professional workers, however, the 
only acceptable attitude is that even if it 
takes another generation, working at our 
best, we must and will achieve an ade- 
quate total national program of clinical 
speech and hearing services. As we press 
on toward this objective, we can take 
heart from the knowledge that vocational 
rehabilitation is lending tremendous 
strength to the increasing efforts that 
must be made to make all our citizens 
aware of the great value of speech and 
hearing services. The clinicians who are 
prepared to render these services need 
no longer work alone to make the wide- 
spread benefits of their labors a blessed 
reality. 


1, “Research Needs in Speech Pathology and 
Audiology,” a special report prepared with sup- 
port of the United States Office of Vocational 
Rehabilitation and the Veterans Administration 
by the Committee on Research of the American 
Speech and Hearing Association, Monograph 
Supplement 5, journal of Speech and Hearing 
Disorders, September 1959. Available for $1.35 
from Interstate Printers and Publishers, Inc., 
19-27 North Jackson Street, Danville, Illinois. 


Books received 


Books received for review during the pe- 
riod from April 5 to May 5 are listed be- 
low. Reviews will be published as space 
permits. 


THE CLINICAL SYNDROME OF DIA- 
BETES MELLITUS. By John Lister, M.A., 
M.D., M.R.C.P. (Lond.), Consultant Physician 
and Physician-in-Charge of Diabetic Clinics, 
Windsor Group of Hospitals. Cloth. Pp. 234, 
with illustrations. Price $4.50. Charles C Thom- 
as, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


MODERN TREATMENT YEARBOOK 1960. 
A Yearbook of Diagnosis and Treatment for the 
General Practitioner. Edited by Sir Cecil Wake- 
ley, Bt., K.B.E., C.B., LL.D., M.Ch., D.Sc., 
F.R.C.S., F.R.S.E., F.R.S.A., F.A.C.S., F.R.A. 
C.S., Fellow of King’s College, London; Consult- 
ing Surgeon, King’s College Hospital, the Royal 
Masonic Hospital and to the Royal Navy; Ex- 
aminer in Surgery to the University of Cam- 
bridge; formerly Examiner to the Universities of 
London, Glasgow, Durham, Sheffield, Wales and 
Ireland; Editor of the “‘Medical Press.” Ed. 26. 
Cloth. Pp. 310, with illustrations. Price $7.50. 
The Medical Press, London. The Williams and 
Wilkins Co., exclusive U.S. distributors, 428 
East Preston Street, Baltimore 2, 1960. 


MEDICAL CARE OF THE ADOLESCENT. 
By J. Roswell Gallagher, M.D., Chief of the 
Adolescent Unit, The Children’s "Hospital Medi- 
cal Center, Boston, and Lecturer on Pediatrics, 
Harvard Medical School; and The Staff Physi- 
cians of the Adolescent Unit. Cloth. Pp. 369, 
with illustrations. Price $10.00. Appleton-Cen- 
tury-Crofts, Inc., 35 West 32nd Street, New 
York 1, 1960. 


SURGICAL ANATOMY OF THE BRON- 
CHOVASCULAR SEGMENTS. By William E, 
Bloomer, M.D., Assistant Professor of Surgery, 
Yale University School of Medici 
Surgeon, University Service, Grace Tien Haven 
Community Hospital; Averill A. Liebow, M.D., 
John Slade Ely Professor of Pathology, Yale 
University School of Medicine, Pathologist-in- 
Chief, University Service, Grace New Haven 
Community Hospital; and Milton R. Hales, 
M.D., Assistant Professor of Pathology, Yale 
University School of Medicine, Associate Pathol- 
ogist, University Service, Grace New Haven 
Comunity Hospital. Cloth. Pp. 273, with illus- 
trations. Price $16.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 


CLINICAL OBSTETRICS AND GYNECOL- 
OGY. Volume 3, Number 1. Obstetric Emer- 
gencies: Edited by Martin L. Stone, M.D. Pedi- 
atric Gynecology: Edited by John W. Huffman, 
M.D. Cloth. Pp. 264, with illustrations. Price 
$18.00 a year. Paul B. Hoeber, 49 East 33rd 
Street, New York 16, 1960, 


CLINICAL MANAGEMENT OF BEHAVIOR 
DISORDERS IN CHILDREN. By Harry Bak- 
win, M.D., Professor of Clinical Pediatrics, New 
York University; Visiting Physician, Bellevue 
Hospital; Attending Pediatrician, University 
Hospital; and Ruth Morris Bakwin, M.D., As- 
sociate Professor of Clinical Pediatrics, New 
York University, Visiting Physician, Bellevue 


A-216 


corticoid- 
compound 


TABLETS 


TELAVAS® 
yes, any rheumatic“itis”’ calls for 
4 
3 


Hospital; Director Emeritus, Department of 
Pediatrics, New York Infirmary. Ed. 2. Cloth. 
Pp. 597. Price $11.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5. 
1960. 


COMMUNICABLE AND INFECTIOUS DIS- 
EASES. Diagnosis, Prevention, Treatment. Edit- 
ed by Franklin H. Top, A.B., M.D., M.P.H., 
F.A.C.P., F.A.A.P., F.AP.H.A., Professor and 
Head, Department of Hygiene and Preventive 
Medicine, State University of Iowa, Iowa City, 
Iowa; Director, University Department of 
Health, and Director, Institute of Agricultural 
Medicine, State University of Iowa; Consulting 
Director, State (of Iowa) Hygienic Laborato- 
ries; Consultant in Infectious Diseases, Univer- 
sity Hospital, Iowa City, Iowa; Consultant, 
Communicable Disease Center, U.S. Public 
Health Service, Atlanta, Ga.; formerly Pro- 
fessor of Epidemiology, School of Public Health, 
and Professor of Pediatrics, pert age of Medical 
Sciences, University of Mi 
Minn.; formerly Clinical Professor i Preventive 
Medicine and Public Health, Wayne State Uni- 
versity College of Medicine, Detroit, Mich.; and 
formerly Director, Herman Kiefer Hospital, De- 
troit, Mich. Ed. 4. Cloth. Pp. 812, with illus- 
trations. Price $20.00. The C. V. Mosby Com- 
pany, 3207 Washington Boulevard, St. Louis 3, 
1960. 


BLOOD PRESSURE SOUNDS AND THEIR 
MEANINGS. Part II. Aetiology of Melanotic 
Cancer. By John Erskine Malcolm, B.Sc., M.B., 
Ch.B., F.R.C.S., Wing Commander, Royal Air 
Force. Cloth. Pp. 70, with illustrations. Price 
$3.00. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1960. 


PEDIATRIC ANESTHESIOLOGY. By M. 
Digby Leigh, M.D., Associate Professor of Sur- 
gery (Anesthesia), University of Southern Cali- 
fornia, Director, Department of Anesthesia, 
Childrens Hospital of Los Angeles; and M. 
Kathleen Belton, M.D., Assistant Professor of 
Surgery (Anesthesia), University of Southern 
California, Attending Anesthesiologist, Childrens 
Hospital of Los Angeles. Ed. 2. Cloth. Pp. 
461, with illustrations. Price $12.00. The Mac- 
millan Company, 60 Fifth Avenue, New York, 
1960. 


OSTEOCHONDRITIS DISSECANS. Loose 
Bodies in Joints; Etiology, Pathology, Treat- 
ment. By I. S. Smillie, O.B.E., Ch.M., F.R.C.S. 
(Ed.), F.R.F.P.S., Lecturer-in-Charge, Depart- 
ment of Orthopaedic Surgery, University of St. 
Andrews; Advisor in Orthopaedics, Eastern Re- 
gion (Scotland) Hospital Board; Surgeon-in- 
Charge, Fracture and Orthopaedic Department, 
Royal Infirmary, Dundee; and Fracture and Or- 
thopaedic Unit, Bridge of Earn Hospital, Perth- 
shire. Cloth. Pp. 224, with illustrations. Price 


Methocarbamo! Robins’ U.S. Pat. No. 2770649 
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ROBAXIN Tablets-for initial relief, or to maintain relaxation originally induced by ROBAXI 
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solution. 


REFERENCES: Carpenter, E. Southern M. J. 51:627, 1968. 2 Forsyth, 4. Fz 167:163, 1958. 3. Grisolia, 


$12.50. E. & S. Livingstone, Ltd., London. 
The Williams & Wilkins Company, exclusive 
U.S. distributors, 428 East Preston Street, Balti- 


A., and Thomson, J. £. Mx Clin. Orthopeedics 13:299, 1959. 4, Hudgins, A. Ps Clin. Med. 6:2321, 1959. 5S. Lewis,” 
W. B.: California Med. 90:26, 1959. 6. O'Doherty, S., and Shields, C. JAMA, 167-160, 1958. 7. Park, H. We 
JAMA. 167:168, 1958. Plumb, C. S. JournelLancet 78-531, 1958. 3. Poppen, J. L., and Flanagan, M. Ex 


more 2, 1960. 


FELLOWSHIP OF SURGEONS. A History 
of the American College of Surgeons. By Loyal 
Davis, M.D., F.A.C.S. Cloth. Pp. 523. Price 
$10.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Mlinois, 
1960. 


POSTURAL FITNESS. Significance and Vari- 
ances. By Charles LeRoy Lowman, M.D., Sc.D., 
F.A.C.S., Chief of Staff, Orthopedic Hospital, 
Emeritus; Director School, Physical Therapy, 
University of Southern California; Consultant, 
Rehabilitation and Director of Education, Or- 
thopedic Hospital; and Carl Haven Young, 
Ed.D., C.C.T., F.A.A.P.M.R., Professor Physical 
Education, University of California, Los An- 
geles. Cloth. Pp. 341, with illustrations. Price 
$7.50. Lea & Febiger, 600 Washington Square, 
Philadelphia 6, 1960. 


ANOREXIA NERVOSA, Its History, Psy- 
chology, and Biology. By Eugene L. Bliss, 
M.D., Associate Professor of Psychiatry, Univer- 
sity of Utah College of Medicine, and C. H. 
Hardin Branch, M.D., Professor and Head of 
the Department of Psychiatry, University of 
Utah College of Medicine. Cloth. Pp. 210, with 
illustrations. Price $5.50. Paul B. Hoeber, 49 
East 33rd St., New York 16, 1960. 
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JAMA, 171:29%, 1959. 10. Schaubel, H. J.: Orthopedics 1:274, 1959. 


SURGICAL GASTROENTEROLOGY. Con- 
siderations Based on Pathologic Physiology. By 
Warner F. Bowers, A.B., B.Sc., M.D., M.Sc., 
Ph.D. (Surg.), Diplomate of the American 
Board of Surgery; Diplomate of the National 
Board of Medical Examiners; Fellow and Past 
Governor, American College of Surgeons; Foun- 
der-Member, Central Surgical Association; Mem- 
bre Titulaire, Societe Internationale de Chirur- 
gie; Life Member, Association of Military 
Surgeons of the United States; Colonel, U.S. 
Army Medical Corps; Chief of Department of 
Surgery and Chief, General Surgery Service, 
Tripler U.S. Army Hospital, Honolulu, T. H.; 
formerly, Chief of Department of Surgery and 
General Surgery Service at Brooke U.S. Army 
Hospital, Fort Sam Houston, Texas; formerly, 
Professor of Surgery, Graduate School, Baylor 
University; formerly, Chief Surgical Consultant 
of G.H.Q., Far East Command (1946-48) and 
to the Surgeon General of the Army (1948-52); 
formerly, Associate Fellow, American Procto- 
logic Society; Winner of Wellcome Medal and 
Prize in Military Surgery for 1955. Cloth. Pp. 


498, with illustrations. Price $16.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


FUNDAMENTAL TECHNIQUES OF PLAS- 
TIC SURGERY AND THEIR SURGICAL AP- 
PLICATIONS. By Ian A. McGregor, M.B., 
F.R.C.S. (Eng.), F.R.F.P.S. (Glas.), Consultant 
Plastic Surgeon, Glasgow Royal Infirmary; Late- 
ly Consultant Surgeon, Casualty Department, 
Glasgow Royal Infirmary.’ Cloth. Pp. 244, with 
illustrations. Price $7.00. E. & S. Livingstone, 
Ltd., London. The Williams & Wilkins Com- 
pany, exclusive U.S. distributors, 428 East 
Preston Street, Baltimore 2, 1960. 


THE METABOLISM OF CARDIAC GLY- 
COSIDES. A review of the Absorption, Metab- 
olism and E ti of Clinically Important 
Cardiac Glycosides. By S. E. Wright, a 
M.Sc., A.R.I.C., Associated Professor of Phar. 
macy, University of Sydney, Sydney, auaulin. 
Cloth. Pp. 86, with illustrations. Price $4.75. 
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Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


FIRST AID. Diagnosis and Management. 
Edited by Warren H. Cole, Professor and Head 
of the Department of Surgery, University of 
Illinois College of Medicine; Surgeon-in-Chief, 
Research and Educational Hospitals, Chicago; 
and Charles B. Puestow, Clinical Professor of 
Surgery, University of Illinois College of Medi- 
cine and Graduate School; Chief, Surgical Serv- 
ice, Veterans Administration Hospital, Hines; 
Attending Surgeon, Research and Educational 
Hospitals; Senior Surgeon, Henrotin Hospital; 
Associate Surgeon, Presbyterian-St. Luke’s Hos- 
pital, Chicago; Colonel, M.C., A.U.S. Ed. 5. 
Cloth. Pp. 420, with illustrations. Price $6.25. 
Appleton-Century-Crofts, Inc., 35 West 32nd 
Street, New York, 1960. 


MYOCARDOSIS. Pathogenesis, Clinical As- 
pects and Therapy with Recent Investigations 
Concerning the Principles of Metabolic Electro- 
cardiography. By Ferdinand Wuhrmann, M.D., 
Chief, Medical Service, Cantonal Hospital of 
Winterthur, Switzerland; Lecturer in Internal 
Medicine, University of Zurich. Translated by 
Harvey Adelson, M.D. Cloth. Pp. 218, with 
illustrations. Price $10.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


THE MERCK INDEX OF CHEMICALS 
AND DRUGS. An a for Chemists, 
Pharmacists, Phy bers of Allied 
Professions. Ed. 7. Goth Pp. 1641, with il- 
lustrations. Price $12.00. Merck & Company, 
Inc., Rahway, New Jersey, 1960. 


FROM FISH TO PHILOSOPHER. The Story 
of Our Internal Environment. By Homer W. 
Smith. Paper. Pp. 304, with illustrations. Price 
$4.75. Little Brown & Company, 34 Beacon 


| St., Boston, 1959. 


THE HUMAN APOCRINE SWEAT GLAND 
IN HEALTH AND DISEASE. By Harry J. 
Hurley, M.D., D.Sc. (Med.), Professor of Der- 
matology, Hahnemann Medical College, Phila- 
delphia, Pennsylvania; and Walter B. Shelley, 
M.D., Ph.D., Professor of Dermatology, Univer- 
sity of Pennsylvania School of Medicine, Phila- 
delphia, Pennsylvania. Cloth. Pp. 138, with 
illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


BASIC FACTS OF BODY WATER AND 
IONS. By Stewart M. Brooks, M.S., Science In- 
structor, Lasell Junior College, Auburndale, 
Mass.; Instructor in Pharmacology at Boston 
City Hospital School of Nursing, and Children’s 
Hospital School of Nursing, Boston, Mass. Pa- 
per. Pp. 159, with illustrations. Price $2.75. 
Springer Publishing Company, Inc., 44 East 
23rd Street, New York 10, 1960. 


TREATMENT BY MANIPULATION AND 
MASSAGE. By James Cyriax, M.D. (Cantab.), 
M.R.C.P. (Lond.), Physician to the Depart- 
ment of Physical Medicine, St. Thomas’s Hospi- 
tal, London. Ed. 6. Cloth. Pp. 375, with illus- 
trations. Price $7.50. Paul B. Hoeber, Inc., 49 
East 33rd Street, New York 16, 1959. 


ESSENTIALS OF FLUID BALANCE. By 
D. A. K. Black, M.D., F.R.C.P., Professor of 
Medicine, University of Manchester. Ed. 2. 
Cloth. Pp. 135, with illustrations. Price $4.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


Ciba Foundation Study Group No. 4. VIRUS 
VIRULENCE AND PATHOGENICITY. Editors 
for the Ciba Foundation, G. E. W. Wolsten- 
holme, O.B.E., M.A., M.B., M.R.C.P. and Ce- 
cilia M. O’Connor, B.Sc. Cloth. Pp. 114, with 
illustrations. Price $2.50. Little, Brown & Com- 
pany, 34 Beacon Street, Boston, 1960. 


THE PHOTOGRAPHY OF PATIENTS. In- 
cluding Discussions of Basic Photographic and 
Optical Principles and Infrared Techniques. By 
H. Lou Gibson, F.B.P.A., F.P.S.A., Medical Di- 
vision, Eastman Kodak Company, Rochester, 
New York. Ed. 2. Cloth. Pp. 200, with illus- 
trations. Price $10.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1960. 
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Frequency of accidental poisoning* 


Fatalities resulting from accidental poi- 
soning by solids and liquids have been 
decreasing in relative frequency in the 
United States—from 11.0 per 1,000,000 
population in 1949 to 8.2 in 1957. The 
improvement reflects a reduction in the 
death rate from poisoning at every age 
period. 

Children at the preschool ages ac- 
count for one fourth of the approximate- 
ly 1,400 deaths from accidental poisoning 
by solids and liquids which occur an- 
nually in the United States; the toll is 
particularly high between ages 1 and 2. 
The mortality from accidental poisoning 
is also comparatively high among in- 
fants. The death rate is at a minimum 
during the school ages and rises to a 
secondary peak at ages 45-64. 

Fatal poisonings are considerably more 
frequent among males than among fe- 
males, the death rates at all ages com- 
bined being 10.1 and 6.7 per 1,000,000, 
respectively, in 1956-57. Under age 15 
the sex difference in mortality is small, 
but in the age range 15-44 the death 
rate for males is about 1% times that for 
females; at ages 45 and over the ratio 
is about 2 to 1. 

Barbituric acid and its derivatives are 


a major cause of fatal accidental poison- 
ing. They are responsible for nearly 1 
out of every 4 deaths from poisoning. 
Very few of the fatalities from the acci- 
dental ingestion of barbiturates occur 
under age 25, the large majority of them 
being concentrated in the age range 25- 
64 years. Barbiturate poisoning takes a 
somewhat greater toll among women 
than men. California residents, curiously, 
account for about one third of the re- 
ported deaths from barbiturates in the 
United States. 

Drugs and medicines, other than the 
barbiturates, accounted for 27 percent 
of the fatal poisonings in the United 
States in 1956-57. The bulk of these 
deaths were due to the ingestion of as- 
pirin and other salicylates and to over- 
doses of chloral hydrate, paraldehyde, 
and other analgesics and soporifics. Of 
particular significance is the relatively 
large number of fatalities caused by as- 
pirin and other salicylates among young 
children. More than half the deaths from 
these drugs, were at ages 1-4 years; an 
appreciable number also occurred among 
infants. On the other hand, chloral hy- 
drate and similar drugs took their largest 
toll at ages 25-64. 


The ingestion of wood, denatured, and 
other alcohols is the leading cause of 
accidental poisoning among men. More 
than 80 percent of the deaths from alco- 
hol poisoning are among males, a higher 
proportion than for any other type of 
accidental poisoning. 

Kerosene and other petroleum prod- 
ucts, lead and its compounds, and house- 
hold pesticides containing arsenic com- 
pounds or other lethal ingredients, all 
contribute materially to the death toll 
from poisoning. Children of preschool 
age are the chief victims. 

The most significant measure taken in 
recent years to reduce the toll of acci- 
dental poisoning has been the establish- 
ment of poison control centers in major 
cities throughout the United States. These 
centers—most of which maintain a 24- 
hour telephone service—make available 
to physicians information on the toxic 
ingredients of household products and 
on antidotes for them, so that proper 
treatment may be administered as soon 
as possible. 


°Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, March 1960. 


our ‘“‘DEBON-AIRE”’ unit 


YOUR COMPLETE AIR-SUCTION SOURCE 


Debon-Aire has everything in a single, compact unit. There are 
drawers for instruments and supplies; stainless-steel racks for bottles 


and sprays (protected by a hinged a black glass top; stainless- 
steel toe-strip. Size of top, 14" x 18"; height overall 36!/,". Pump 
switch and electrical outlet on right side of cabinet. 


WHIRLWIND PUMP 

The Whirlwind Pump is a powerful rotary 
with automatic oiling, vacuum trap, guages, 
regulators, muffler-filter. It is quiet as a 
whisper. The suction bottle is of 32-oz. 
capacity. Bottle cap is chrome plated and 
has separable fittings. The bottle bracket 
is of stainless steel and may be mounted on 
either side of cabinet (specify). 


Cat. No. CR 2550 
Price $29.450 


Without suction bottle and bracket ....$209.50 
Ether Bottle and bracket available at $18.50 


9 


Makers of Sesateiniinal Instruments Cincinnati 2, Ohio 


609 College St. 
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Make reservations for 


A. T. STILL 
Memorial Luncheon—NOW! 


HEAR the inspiring address, “SIXTY-FIVE YEARS OF 
OSTEOPATHY—A PUBLIC TRUST,” by Morris Thomp- 
son, D.Sc., President, Kirksville College of Osteopathy 
and Surgery. 


WHEN — Tuesday, July 19, 12:30 p.m. 


WHERE —Colonial Room, Hotel Muehlebach, 
Kansas City, Mo. 


SPECIAL price of $2.00 for those preregistering for the 
64th Annual Convention of the American Osteopathic 
Association. Remit $2.00 for each luncheon ticket desired 
when sending in registration fee. Luncheon tickets sold 
at the Convention will cost $5.00 each. 


HURRY and send for your luncheon tickets, as only 325 
persons can be accommodated. 
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Scalp Dermatoses, 
especially 
Psoriasis* 


P«S LIQUID, 


(phenylic acid 
and sodium chlo- 
ride in paraffin oil buf- 
fered to pH 5.5, approxi- 
mately that of normal skin 
tissue.) 


NON-IRRITATING 
NON-SENSITIZING 


Controls lesions rapidly . . reduces ery- 
thema ond scaling. . . . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 
*Sulzberger, M. B. and Obadia, J., Arch. Derm., 
73:373 (April) 1956 
Goldberg, t. C., and Barnett, S. B., Antibiotic Med. 
& Clin. Therapy, 4:594 (Oct.) 1957 


Vickers, M. A., J. Maine Med. Assoc., 45:332 (Dec.) 
1954 


Stocked by leading wholesalers. 


CHESTER A. BAKER LABORATORIES, Inc. 
Boston 15, Mass., U.S.A. 


Please send sample to: 
D.O. 


THI OUPON T REQUEST 
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The fear of old age* 


explained by WHO experts 


Psychoanalysts hold that many of the psychological problems 
presented by the old person issue from frustration and unre- 
solved emotional conflicts that begin in earlier life. They 
stress that the pattern of development of the instinctual life 
of the individual from its earliest beginnings sheds important 
light on these problems. 

Failure of sustained adjustment in adolescence and adult 
life, resulting in chronic unhappiness, unfulfilled and unsubli- 
mated yearnings and neurotic illness, in general foreshadow 
psychological difficulties in senescence. 


Conversely, those who achieve a happy and harmonious 
adjustment during early and middle life are generally able to 
experience the vicissitudes of aging without serious emotional 
disturbance. Furthermore, there is evidence to suggest that 
those with a rich intellectual endowment retain their faculties 
intact for a longer time than those whose initial endowment 
is poor. 

Our knowledge of the long-term changes in the personality 
structure, in motivation and feeling and in emotional control 
and expression during the life span is rudimentary. Nor do 
we have any precise knowledge about the relationship be- 
tween the temperament of the mature person and his mental 
health in old age. 

Endocrine changes, the appearance of the unmistakable 
stigmata of aging, and the assumption of the independent role 
by children, as well as socio-cultural factors which restrict 
opportunity after the middle forties, make middle age a cru- 
cial point in life in many countries. With the departure of 
children, women are often deprived of a meaningful role, and 
in civilizations that attach a great value to youthful beauty 
they are exposed to psychological stresses. Many of the dis- 
orders which make their first appearance in middle age, such 
as the involutional psychoses, affective and paranoid illnesses, 
and certain forms of neurotic and psychosomatic disability 
are manifest in continuous or intermittent forms for the re- 
mainder of life. However, individuals whose maladjustment 
in old age is really a continuation of mental ill-health in 
earlier life, or who present recurrence of some specific form 
of mental disorder already manifest before the sixties, con- 
stitute only a proportion of the total number of old people 
with mental illness. 


Middle age is, then, for many a period of life when in the 
cultural environment of the highly-industrialized countries, 
gain and achievements begin to be outstripped by losses and 
disappointments. It has been said that when this change in 
the individual’s psychological balance-sheet begins to make 
itself felt the melancholia, frustration, rigidity and decline in 
initiative commonly found in the aged begin to appear. 


It is widely assumed that in an industrial society that has 
placed a premium upon speed and flexibility, maladjustment 
and emotional disturbance are common in old age because 
of the interaction between the shrinking opportunities open 
to the elderly and their declining intellectual assets and ca- 
pacities for adaptation. There is little doubt that the intellect 
commonly shows certain changes with the years. In partic- 
ular, general intellectual ability, short-term retention of new 
material, long-term memory, the aptitude for solving fresh 
problems and the capacity for creative thinking, tend to be- 
come restricted 
*Reprinted from World Health, Jan.-Feb. 1960. Extract from the Sixth 


Report of the WHO Expert Committee on Mental Health, “Mental 
Health Problems of Aging and the Aged.” 
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©1960—ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 


With a picture like we see above, you can get a 
pretty good idea of what happens when we put a 
Filmtab coating on one of our Abbott vitamins. The 
change in size is noticeable, to say the least. 
There’s nothing mysterious about it. With sugar 
coatings, you need several coats and sub-coats to 
build up a durable, evenly-rounded tablet. With 
Filmtab, all you need is the Filmtab itself. 


Above: An enlarged (16X) sectional view of the original 
Dayalets-M tablet with standard sugar coating. Below: Today’s 
Filmtab Dayalets-M has the same formula, but 30% less bulk. 


Is it durable? Well, the chances are good that 
Filmtab coating will outlast most sugar coatings. 
For one thing, the Filmtab process is non-aque- 
ous. Hydrolysis simply cannot occur. Also, you do 
away with tablet ‘‘brittleness.’’ These Filmtab vita- 
mins won't chip, crack or stick. And the seal is per- 


fect: No vitamin taste or odor, ever. —) 


Filmtab—on ‘‘Vitamins by Abbott.” 


FILMTAB—FILM-SEALED TABLETS, ABB 04032A ae 
™ 


DAY ALETS® TABLE BOTTLE 
(100'S); BOTTLES OF 50 & 250 

nuns DAY ALETS-M® 
APOTHECARY BOTTLES 100 & 250 


Extra-potent maintenance formulas, 
ideal for the nutritionally ‘‘run-down”’ 


each Filmtab DAYALETS represents: 


Vitamin A ; 3 mg. (10,000 units) 
Vitamin D . 25 mcg. (1000 units) 
Thiamine Mononitrate 5 mg. 
Nicotinamide . .. 25mg. 
Pyridoxine Hydrochloride 2mQ. 
Vitamin B12 

(as cobalamin concentrate) . 2mcg. 
Folic Acid 0.25 mg. 
Ascorbic Acid.... "100 mg. 


Dosage: Just one Filmtab daily for prophy- 
laxis; two or more daily for therapeutic effect. 


each DAYALETS-M represents all of 
Dayalets’ vitamins, plus the following: 


Iron (as sulfate) 10 mg. 
Copper (as sulfate)... . Img. 
lodine (as calcium iodate) ME, 
Cobalt (as sulfate) Lees .... 0.1 mg. 
Manganese (as sulfate). 
Magnesium (as oxide)....... 
Potassium (as sulfate)............... 5 mg. 
Zinc (as sulfate). 1.5 mg. 


Molybdenum (as sodium molybdate). 0.2 mg. 
Dosage: One Filmtab daily, or as directed 
by physician. 


OPILETS® 

OPTILETS-M® 

TABLE BOTTLES OF 30 & 100. 
BOTTLES OF 1000. 


Therapeutic formulas for more severe 
deficiencies—illness, infection, etc. 


each OPTILETS Filmtab represents: 
Vitamin A. (25,000 units) 


Vitamin D... 25 mcg. (1000 units) 
Thiamine Hydrochloride. . 
Nicotinamide....................-. 100 mg. 
Pyridoxine Hydrochloride. . ce SING. 
Folic Acid. 0.3 mg. 
Vitamin B12 

(as cobalamin concentrate)........ 6 mcg. 
Calcium Pantothenate.............. 20mg. 


Dosage: One or two Filmtabs daily, or as 
directed by the physician. 


each OPTILETS-M represents all the vita- 
mins of Optilets, plus the following: 


Iron (as sulfate) 10 mg. 
Copper (as sulfate) . . mg. 
lodine (as calcium iodate). aes 0.15 mg. 
Cobalt (as sulfate)................. 0.1 mg. 
Manganese (as sulfate).............. 1 mg. 
Magnesium (as oxide)............... 5 mg. 
Potassium (as sulfate)............... 5mg. 


1.5 mg. 
Molybdenum (as sodium molybdate) 0.2 mg. 
Dosage: One or two Filmtabs daily, as di- 
rected by physician. 


Five quality formulas 
to fit every nutritional need 
Filmtab coating to cut 
size and assure potency 
Table bottles 
(at no extra cost) 


SUR-BEX® WITH C 
TABLE BOTTLE OF 60. 
BOTTLES OF 

100, 500 & 1000. 


Therapeutic B-complex formula with 
C, for convalescence, stress, post- 


surgery 

each SUR-BEX WITH C Filmtab 
represents: 

Thiamine Mononitrate............... 6 mg. 
6 mg. 
30 mg 
Pyridoxine Hydrochloride............ 1mg. 
2mcg. 
(as cobalamin concentrate) 

Calcium Pantothenate.............. 10 mg. 
Desiccated Liver, N.F.............. 300 mg. 
Brewer's Yeast, Dried............. 150 mg. 


Dosage: As a dietary supplement, 1 or 2 
Filmtabs daily; in convalescence, 2 or more 
Filmtabs daily. 
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But there is considerable variability in performance with 
objective tests. Furthermore evidence from longitudinal 
studies is scanty, and some of the results indicative of de- 
terioration with aging would appear to be a function of the 
mental tests employed, inadequate allowance having been 
made for differences in educational background, motivation 
and physical endurance in old and young individuals. More- 
over little is known about the range of variation in intellec- 
tual decline. 

Information about changes in emotional attributes is even 
less precise. Many observers have described cooling of the 
emotions in old age, growing rigidity, conservatism and cau- 
tiousness, increasing preoccupation with bodily functions or 
failure to acknowledge obvious decline in physical and mental 
faculties, deterioration in the capacity for new relationships 
and in responsiveness to finer emotional stimuli and loosening 
of ties with reality owing to the growing tendency to dwell 
in the past and to wishful confabulation with it. There is, 
however, no evidence that a majority or even a high propor- 
tion of old people show these features. 


We have, in fact, very scanty objective knowledge about 
the prevalence and severity of such attributes, and how they 
vary with race and social class. There is not much indication 
as to their relative importance in the causation of decline in 
physical health, loneliness, isolation or cerebral disease and, 
above all, in the status allocated to the older individual by 
the prevailing cultural pattern. The results of investigations 
that have been carried out with the aid of objective tests on 
sample groups of old persons are markedly in conflict as to 
the association between age and neurotic maladjustment. 
Some report a heightened tendency to neuroticism, others 
good personality adjustment. There is more agreement that 
old people generally regard earlier periods of life as having 
been happier. 


The greater persistence, stability and more mature judg- 
ment of old people may offset the decline in their speed of 
reaction and dexterity, and render their efficiency in some oc- 
cupations comparable to that of younger workers. Although 
there is no known way of reversing the trend towards possible 
intellectual decline with age, an increasing amount of knowl- 
edge has accumulated to indicate how its effects may be 
minimized or compensated. The majority of old people 
achieve a smooth and harmonious adaptation to the decline 
in their physical and intellectual prowess, and while aware- 
ness of declining faculties inevitably causes some emotional 
stress, it is rarely by itself the cause of a mental illness, nor, 
other circumstances being favourable, of serious maladjust- 
ment. 


Among the more onerous stresses for the aged person are, 
as already mentioned, the loss of status and of a meaningful 
role, and isolation. Apart from the socio-economic factors, 
isolation is often caused by bereavement, through the gradual 
disappearance of friends and relations and the death of a 
spouse. This may be followed by prolonged reactions of grief, 
with depression and apathy from which the isolate may fail 
to recover without medical intervention. There is, in fact, 
evidence in some countries for a higher mortality among the 
widowed than in the general population of comparable age 
and sex. An isolated person is often afraid of being made to 
leave his home; he is shy, ashamed of the deterioration in his 
own appearance or that of his now neglected rooms. He is 
afraid of some infringement of his independence (too often 
his only asset and therefore more precious). He is too weak 
to go out and seek assistance. For one or more combinations 
of these reasons, many neglected old people do not come to 
notice until a most deplorable state of deterioration has been 
reached or they have attempted to commit suicide. 


In frequent association with high suicide rates is a weaken- 
ing of the ties that link the individual to other members of 
the community through common beliefs, aspirations and ac- 
tivities. Indigenous poverty seems less potent as a cause than 
the change from security and wealth to poor circumstances. 
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Fischer Offers Today’s Greatest 
Values in X-Ray, Fluoroscopic, Ul- 
trasonic, Short Wave Diathermy and 
Low Voltage Equipment 


Investigate H. G. Fischer 
& Co. products before 
you invest. Dollar for Dol- 
lar they are the Greatest 
Values in the industry — 
Unsurpassed in HIGH 
QUALITY of material 
workmanship, and per- 
formance. 


“‘Multi - Service” Full- 
Wave Rectified X-Ray 
Unit — 300, 200, or 100 
Milliamperes. 


Established in 1910, the 
Company now has a list 
of well over 100,000 satis- 
fied users. 


“Spacesaver’ X-Ray 
nit and Examining 
Table—200, 100, 75, 50, 
or 30 Ma. 


Check items of interest in 
the coupon below and 
mail it to us. Descriptive 
and illustrated literature 
will come to you prompt- 
ly. You will not be obli- 
gated in any way. 


““SPACESAVER” 
Vertical Fluoroscope 


Generator 
F.C.C. Approved 
H. G. FISCHER & C 


Established 1910 
Manufacturer of X-Ray, Physical Medicine and Rehabilitation Equipment 


=" H. 6. FISCHER & CO., 9451-91 W. Belmont Ave., Franklin Park, Ill. 


= (J "MULTI SERVICE" Radiographic-Fluoroscopic Unit, 100, 200, or 300 M.A. 
= © FISCHER "'Spacesaver" Radiographic-Fluoroscopic Unit and Examining 
Table () 30 MA, [] 75 MA, (] 100 MA, [) 200 MA. 

€ Ultrasonic Generator, FCC Type Approved. 

C1 FISCHER Short Wave Diathermy Units. FCC Approved. 

C FREE Simplified X-Ray Manual. C. Low Voltage Generators. 
FREE Ultrasonic Therapy Manual. Low Voltage Manual. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


@relieves both mental and muscular tension 
without causing depression 


@ does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 


one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Mepfrospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


 °WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8426 
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JUST ONE CAPSULE LASTS ALL DAY 


Graduates 
CHICAGO COLLEGE OF OSTEOPATHY 
JUNE 5, 1960 
Allen, Max Milton Kadish, Sol 


Anderson, John Olaf 
Ben, Walter Theodore 
Berg, Albert Jack 

Blanzy, John Edward 
Boskin, Melvin 

Brant, Leonard Alvin 
Brasseur, James Keith 
Brockington, Walter Keith 
Burk, Ronald Edward 
Buziak, Chester John 
Caputo, Anthony Joseph 
Charochak, Richard Peter 
Chinen, Masahide 

Cone, Robert Roy 
Conlon, Justin Waldemar 


Courah, Mohammad Saleem Abou 


D’Alessandro, Angelo Anthony 
Di Rito, Vincent James 
Du Rall, James Raymond 
Elkowitz, Edward Bernard 
Fleischner, Jerry Robert 
Foster, Wilfred Paul 
Graesser, Otto William 
Hall, Willard Kingsford 
Hansen, William Jere 
Hurt, Howard Frank 
Isaac, Clifford Warnel 
Jenniches, Jan Philip 
Johnson, Thomas Ray 


Keyes, Richard Frank 
Kopelman, Fred Mitchell 
Kragor, Hugh Fredric 

Lutz, Jerrold Walter 
Mazure, Christopher John 
Mazzie, Albert Frank 
McFadden, Donald Kenneth, Jr. 
McLain, Robert Ebner 
Modzinski, Leo 

Mosteller, Robert Edward 
Page, Paul Earl 

Pike, Robert 

Rentz, Louis Edward 
Schillinger, Joseph Frederick 
Schimmoller, Richard Edmund 
Simich, Robert Lewis 
Smilek, Martin 

Smith, Keith Ramsey 
Sowerby, Delbert Clayton 
Starr, Robert Morton 

Tokar, John Theodore 
Tookoian, Hagop 

Tripp, Arthur Franklin 
Tsang, Pui Lam 

Waldron, Maxwell Elmer 
Watkins, Bob West 

Wygant, Thomas Grady 
Young, Claud Rudolph 


COLLEGE OF OSTEOPATHIC MEDICINE AND SURGERY 


JUNE 3, 1960 
Beckman, Donald Glen Levy, Ralph 
Berkowitz, Marvin Livonia, Robert Angelo 
Brown, Richard Martin Lossos, Samuel 


Cenac, Winston Bernard Peter 
Chankin, Stephen Solomon 
Coatney, Richard Felix 
Crosby, Allan Rae 

Faymore, Leonard Frank 
Fields, Milton 

Ginkel, Ludwig Fredrick, Jr. 
Goble, Victor A. 

Goldman, Lawrence Edwin 
Gordon, Victor Carl 

Grace, John Michael 

Henn, Thomas William 
Hicks, James Anderson 
Jackson, James 

Kaftan, Sheldon Neil 
Kligerman, Samuel 

Knable, John Wayne 

Kovan, Thomas 

Kushner, Sander Allen 

La Casse, Joseph Donald 
Lackey, Myron Vincent 
Lavendusky, William Leo, Jr. 
Lee, Timmie Chung Tim ~ 


Martinho, Antone 

Micklin, Harvey Gilbert 
Mullens, Lester Garfield 
Payne, James Douglas 
Raedy, John Henry 

Ring, Harvey Victor 
Roberts, Carl Sylvester, Jr. 
Roth, Frank 

Rubinoff, Malcolm Lawrence 
Running, Edwin Nels, Jr. 
Schulman, Delores 
Seligman, Fred Mathew 
Siegel, Howard Felix 
Slocum, Robert Eugene 
Sprague, Dawin Clark 
Strickman, Ronald 

Thurer, Gerald Walter 
Truan, Philip Boies 
Vermillion, Richard Eugene 
Waite, John George 
Weiner, Theodore Edward 
Wick, Henry Olson, Jr. 
Yarolin, Edward John 


COLLEGE OF OSTEOPATHIC PHYSICIANS AND SURGEONS 
JUNE 10, 1960 


Adelman, Jack 

Anderson, William Dean 
Andrews, John Morton 
Austin, Dale Wendell 
Baker, William Matthew, Jr. 
Barach, Sidney H. 
Bilodeau, Larry Perrow 
Birds, Valentine George 
Boyle, Cornelius John 
Bray, Richard Harlan 
Bryce, Donald Raymond 

Butler, Burton Bennett, Jr. 
Carabet, Norman 


Christensen, Valdemar Eugene, Jr. 


Cohen, Melvin Seymour 
Cuilty, Alfred Ortega 
Elliott, Alan Kinkaid 
Fein, William 


Finck, Frank Morton 
Frelinger, David Peter 
Gama, Armando Ruben 
Gartner, Marcus Adam, Jr. 
Giles, Forrest Duane 
Hains, William Leroy 
Hakhamimi, Masaud 
Helfend, James Melvin 
Herzig, Fred Isaac 
Hoien, Alan Oscar 
Houske, Donald Derrald 
Jorgensen, Jack Wallace 
Keyser, Bernard 
Kolodny, Sherrill David 
Korduner, Harold Sherwin 
ald 


Lewis, Cleveland, Jr. 
Lewis, Martin Isaac 
Lui, Edmund Kin Mun 
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new and forthcoming 


LIPPINCOTT BOOKS 


1. CLINICAL ORTHOPAEDICS SERIES 
Vol. 16 "The Foot." Issued three times a year. Single 
copies $7.50. Sustaining Subscription, per copy $6.00. 


2. ATTENUATED INFECTION: The Germ Theory in 
Contemporary Perspective 
Harold J. Simon, M.D., Ph.D. 349 Pages. Illustrated. 
NEW, 1960. $10.00. 


3. METAL-BINDING IN MEDICINE 
Marvin J. Seven, M.D., Editor. 400 Pages. 125 Illustra- 
tions and 79 Tables. NEW, 1960. $13.75. 


4. TYPICAL GYNECOLOGIC OPERATIONS: With Special 
Consideration of Technical Advantages 
Siegfried Tapfer, M.D. 81 Pages. 168 Illustrations. First 
English Edition, 1960. $9.00. 


5. COSMETIC SURGERY: Principles and Practice 
Samuel Fomon, M.D. 651 Pages. 608 Illustrations. NEW, 
1960. $27.50. 


6. AMERICAN DRUG INDEX 1960 
Charles O. Wilson, Ph.D., and Tony Everett Jones, Ph.D. 
712 Pages. NEW, 1960. $5.75. 


1. NEW AND NONOFFICIAL DRUGS 1960 
— on Drugs of the A.M.A. 742 Pages. NEW, 1960. 
3.35. 


8. EMOTIONAL FORCES IN THE FAMILY 
Samuel Liebman, M.D., Editor. 157 Pages. 1959. $5.00. 


9. STRESS AND CELLULAR FUNCTION 
H. Laborit et al. 255 Pages. 61 Illustrations. 1959. $7.50. 


10. ROENTGENOLOGIC DIAGNOSIS IN OPHTHALMOLOGY 
Edward Hartmann, M.D., and Evelyn Gilles, M.D. 375 
Pages. 497 Illustrations. 1959. $15.00. 


(1. MANUAL OF SKIN DISEASES 
Gordon C. Sauer, M.D. 269 Pages. 151 Illustrations and 
28 Color Plates. 1959. $9.75. 


12. THE PREPARATION OF MEDICAL LITERATURE 
Louise Montgomery Cross, M.A. 451 Pages. 80 Illustra- 
tions. 1959. $10.00. 


(3. ESSENTIAL PRINCIPLES OF PATHOLOGY 
John W. Landells, M.A., M.B., M.R.C.P., F.Z.S. 278 Pages. 
16 Illustrations. 1959. $5.00. 


14, PRINCIPLES OF DISABILITY EVALUATION 
Wilmer Cauthorn Smith, M.D. 210 Pages. 2 Illustrations. 
1959. $7.00. 


15. ORTHOPAEDICS: Principles and Their Evaluation 
Samuel L. Turek, M.D. 906 Pages. 600 Illustrations in- 
cluding 53 Plates in Color. 1959. $22.50. — 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pennsylvania 


Please send me the books the numbers of which are 
circled below: 


© Charge () Convenient Monthly Payments [) Payment Enclosed 
JAOA—6-60 
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Meets the Challenge of 
Highest Professional Standards 


The Gomco No. 900 Explosion-Proof Hospital 
Suction and Ether Unit offers most of the same 
extra features found in our finest cabinet models— 
at a very modest price. 


New to the 900 is the improved ether system with 
micrometer regulator. Flow is indicated in liters per 
minute: the same setting will always produce the 
identical rate of flow. The extra-quiet motor insures 
even more unobtrusive operation. The larger stand 
provides more drawer space. The Gomco Aerovent® 
valve provides automatic overflow protection. Pump 
damage from flooding is prevented; operation is re- 
stored in seconds by emptying the suction bottle. 


Where quality, efficiency and dependability are a 
must, Gomco is the equipment most often specified. 
A phone call to your Gomco dealer will arrange a 
demonstration of the No. 900, or any of the other 
quality units in the Gomco line. Call him today. 


GOMCO SURGICAL MANUFACTURING CORP. 4 


830-M E. Ferry St., Buffalo I1, N. Y. 


Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY, 150 East 42nd Street, New York 17, N.Y. 
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GOMCO No. 900 
Explosion - Proof 
Suction -Ether 
Unit for hospital 


service. 
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Lundahl, Gerald Dale 
Mahnke, John Thomas 
Margolin, Charlotte Florence 
Margulies, Matthew Francisco 
McCanne, Monte Obert 
McGillis, Donald Manson 
Mills, Eliseo 

Mohler, John George 
Momary, William 
Montgomery, Blaine Lewis 
Otis, Watson Louis 

Pichly, André Louis, Jr. 
Richardson, Hildreth Leon 
Riskin, Charles Everett 
Robinson, Moses Aaron 
Rogolsky, Eugene Harmon 
Rumack, Allen 

Ryder, Richard Charles 


Saltzer, Arthur Tom 
Santoro, George Charles 
Sarkin, Jan Ovsey 
Sellman, Richard Lawrence 
Sena, James 

Seyarto, Stephen Michael 
Stern, Edward Lee 
Stirling, Ralph Earl 
Stone, Harvey 
Swanberg, Carl Gustaf 
Walch, Stanley Maurice 
Weghorst, James Lamar 
Weitemier, Harry John 
Wiener, Robert Phillip 
Wolf, Herman Lloyd 
Yamada, Suyenori 
Yandell, Marion Eugene 
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Agliozzo, Carl Michael 
Ames, Charles Theodore 
Behrman, Edward 
Blando, Anthony George 
Boaz, M. Sidney 
Bratkowski, Henry Ray 
Bringman, Edward William 
Brown, Frederick Emerson 
Bucci, Joanne Savio Natale 
Buell, John Walter 
Cohen, Benjamin 

Cohen, Martin 

Conklin, Jan Kimble 
Cooper, Howard Bernard 
Curtiss, Charles Harvey 
Dawson, J. Fred, Jr. 
DeWitt, Themas Benton 
Dickerson, John Bryan 
Doiron, Juanita Dean 
Dold, Frank Andrew, Jr. 
Droney, Raymond Joseph 
Dunn, Morton Sidney 
Esrig, Harold Leonard 
Fast, Wilmer Dean 
Fletcher, Charles Weldon 
Fogarty, Joseph Anthony 
Foster, Theodore Frederick 
Fram, Saul Marshall 
Frank, George 

Fricke, Merritt Roth 
Gadway, Ronald Gilbert 
Gillum, Randolph Royal 
Gordon, Charles Ivan 
Greer, Baxter, D. D., Jr. 
Haley, Richard Kenneth 
Heil, John J. 

Hensel, Gerald Dale 
Henson, Arthur Nellow 
Hort, Guy Henry 
Jackson, Melvin Lee 
Jones, Frank Joseph 
Kantor, Alan Jerry 
Karnatz, Raymond Virgil 
Kitagawa, Holly 

Kramer, Samuel 

Laffoon, Carl Eugene 
Lambert, Robert Louis 


Langerman, Paul Donald, Jr. 
Lapp, Jackie Lee 

Leiske, Willard Wayne 
Lewis, Clarence Melvin 
Lillig, James Frederick 
Link, Arthur Joseph 
Macomber, Edward Harold 
Malinov, Alfred 

Martin, Patrick 

McClure, Cover George 
McCorkle, Carter Walker 
McElwey, John Donald 
Miller, Albert Raymond 
Mitten, Carl Vernon 
Moore, William Emmett 
Morro, Michael Joseph 
Neely, Richard Samuel 
Nelson, Robert Louis 
Northington, Floyd Clayton 
Oliver, Richard Thomas 
Piper, Ray Eugene 
Presser, Harvey Merle 
Ritter, Arnold 

Rodriguez, Rachel 

Rooney, Robert Joseph 
Rosenzweig, Harold Herman 
Rutledge, Gerald Daniel 
Sandler, Joseph Isaac 
Sliwinski, Robert Leo 
Smith, Sherman Byron 
Sonn, Robert Leonard 
Starkey, Donald LeRoy 
Starkey, Earle Francis 
Strickland, Daniel Stephen 
Strom, Gilbert Harold 
Sullivan, Lloyd Lee 
Sunshine, Ian 

Topfer, Bernard Julian 
Trusevich, Theodor 
Vericolli, Frank Anthony 
Vigorito, Thomas Francis 
Warren, David Wendell 
Weaver, Max Henry 
Whetmore, Clayton Edward 
Witt, Harold Winston, Jr. 
Wittenberg, Henry Taylor 
Woolard, Joan 
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Aber, Burton Benjamin 
Adams, Donald Boyd 
Art, James Eugene 
Beyer, Carolyn Thomas 
Beyer, Robert Charles 
Billings, Arthur Stephen 
Bloch, Richard Paul 
Branding, Earl Henry 
Buenger, Donald Duane 
Burns, Richard Charles 
Butterfield, Byron Edward 
‘Cahill, John 

Dimanin, John Vasil 
DiRenzo, Alfred Micheal, Jr. 
Flick, Gervase Mead 
Fredericks, John Charles 
Freedman, Sheldon I. 
‘Gatto, Nicholas John 
Grayson, Everett Bruce 
Hanna, William Horace 
Hardie, Alexander Ross 
Hardie, Janet Elinor 
Harker, Lawrence Brent 


Hoffman, Gerald Miles 
Hoog, Frank Edward, Jr. 
Hoschander, Fred 
Hutchinson, George Forman, Jr. 
Johnson, Arthur Watson 
Jordan, William Walter 
Kearns, Roy Earl 

Keig, Harry Eugene 

Keller, Norman 

Keyte, Gerald Dee 

Kline, Charles Alvin 

Kohan, Perry 

Lancaster, Roland Duane, Sr. 
Larrick, William Albert, Jr. 
Ledbetter, Harold Clifton 
Lester, R. Anton, Jr. 
Mainster, Harris Walter 
Maxfield, Royce Wayne 
Mayer, Jack J. 

Northrop, Frederick Hamilton 
Pearson, Harris Franklin, Jr. 
Peterson, Keith Duane 
Poliskin, Martin 
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GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles. 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 


synergists, thiamine hydrochloride and L (+-) glutamic 
acid.?- 3 


The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 
REFERENCES: 
1. Drill’s Pharmacology in Medicine, 2nd ed., 1958, p, 949. 
2. Gould, W. L., Impotence, M. Times 84:302, 1956. 


3. Milhoan, A. W., Heterosexual vs. homosexual hormones, Tri-State M. J. 
6:11 (Apr.) 1958. 


upplies PINE STATION, ALBANY, N. Y. 


Kindly send me: 


Lit. on GLUKOR 
Lit. on GLUTEST—companion item for Frigidity in women 
Samples GLUTEST (oral) 
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Pretreatment roentgenogram made 
on January 26, 1957 shows a large 
niche on the upper third of the lesser 
curvature. 


cessation of all symptoms and 
complete healing in 70 out 

of 78 cases as reported in 
Postgraduate Medicine (Oct.) 1959 


chymotrypsin offers a new approach 
to the treatment of peptic ulcer.” 


In 54 cases, most of them hospitalized, 
in which chymotrypsin (Chymar) was 
used in conjunction with other agents 
‘All of the symptoms disappeared and 
complete healing of the ulcer occurred 
in 49 (90.7 per cent) of the 54 cases...” 
Average time for cessation of symptoms 
...6 days; for complete healing... 

36 days; average follow-up period 
...12 months. Jn 24 cases in which 
Chymar was used alone, “‘Cessation of 
all symptoms and complete healing 
occurred in 21 (87.5 per cent) of the 

24 cases... .”” Average time for 
cessation of symptoms... 5.8 days; 

for complete healing . . . 24 days; 
average follow-up period... 

25.5 months. 


Conclusions: “Because of the excellent 
results obtained in 78 cases of peptic 
ulcer... I strongly recommend its use 
as a most valuable adjunct in the 
treatment of this disease.’’* 

*Mozan, A. A.: Postgraduate Med. 26:542, 1959 


¢ the superior anti-inflammatory enzyme 


chymotrypsin Buccal / Aqueous/Oil 
controls inflammation, swelling and pain 


CHYMAR Buccal—Crystallized 
chymotrypsin in a tablet formulated 
for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 
Armour Units per tablet. 


CHYMAR Aqueous—Solution of 
crystallized chymotrypsin in sodium 
chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 
5000 Armour Units per cc. 


CHYMAR=—Suspension of crystallized 
chymotrypsin in oil for intramuscular 
injection. Vials of 5 cc. Enzymatic 
activity, 5000 Armour Units per cc. 


Me 
Roentgenogram made on February : 
23, 1957 shows only a slight indenta- _ ARMOUR PHARMACEUTICAL COMPANY 
tion on the lesser curvature, + KANKAKEE, ILLINOIS : 
_ Armour Means Protection 


© 1960, A. P. Co. 
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important 
new 
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chemical name: 
1-m-aminophenyl-2-pyridone 
generic name: 
amphenidone 


with selective action on the central nervous 
system at both the cerebral and cord levels. 


JOURNAL A.O.A., VOL. 59, JUNE 1960 


for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
* relieves acute emotional upsets 
* relieves tension without undue stimulation 
* effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pink tablets, each in bottles of 
100 and 500. 


Maltbie Laboratories Division 
Wallace & Tiernan Incorporated 
Belleville 9, New Jersey 
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to help control 
progressive disorders 


of aging... 


mineral-vitamin-hormone supplement 


KAPSEALS® 


begins at 40 


Taken during the middle years, ELDEC 
Kapseals help forestall nutritional and hor- 
monal deficiencies that contribute to the 
troublesome disorders of aging. ELDEC 
Kapseals provide comprehensive physiologic 
supplementation...aid in maintaining meta- 
bolic efficiency. At a time when normal func- 
tion is declining, ELDEC Kapseals help lay a 
firm foundation for good health and vitality 
in the later years. 


CAM 
PARKE, DAVIS & COMPANY “ J a 
Detroit 32, Michigan 7 i“ 


Tisdale, Clark Duane 
Tower, Lyman Meisel 
VanDerburgh, Arthur James 
Veronesi, John Nemo 
Wallace, Emmett Lee 
Walters, Richard Dalton 
Weiner, Stanley Irwin 
Winans, Carl William 
Wolf, Rudolph J. 

Ziegler, Ronald 


Porreca, Charles C. 

Rice, Glenn Dale 

Richards, David Morgan 
Schekorra, Frederick William 
Schildberg, Warren 

Schneir, Jerome Alan 
Simmons, Duane 

Smith, Karl H. 

Steinberg, Paul 

Thomas, Harry Robert 
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Marruchello, Frank John 


Allenius, Arnold Oiva 
Mauro, Jessie Catherine 


Bernardi, Nazzareno Silvio 


Birk, Richard Mengel, Donald Robert 
Bollman, William Lorah, III . Merlo, Salvatore Joseph 
Bonifacio, Frank Anthony Merow, Edwin Lionel 
Braslow, Philip Miller, David 


Brogan, Donald Marshall 
Burget, Richard Earl 
Buzzell, Keith Allan 
Carr, Clayton Fielder 
Cipriano, Paul Charles 


Mortimer, Jay Cahn 

Moskowitz, Harry Louis 
Murray, Edward Joseph, Jr. 
Myers, Donald Eugene 
Myrie, Burton Anthony 


Colley, Randolph Stuart Naughton, John Joseph, Jr. 
Collins, Francis Charles Pancelli, John Joseph 
Colton, Samuel Jay Pappas, George John 
Colvin, George Leslie Pavorsky, Irwin 

Coretti, James Herbert Piwoz, Norman Martin 
Dabney, James William Prue, Edmund Benjamin 
DelMarco, Charles John Racciatti, Theodore Rocco 
Friedrich, Charles Philip Ridgik, Joseph Harry 
Gelzunas, Ronald Joseph Rodgers, John Andrew 
Getzoff, Barry Lionel Rosenfeld, Leonard Edward 
Gordon, Sanford Albert Rosenthal, David 
Gottlieb, Sheldon Rosman, Maurice 

i Rothchild, Oscar Fred 
Saloom, Raymond Jacob 
Savar, Lewis 

Schaffer, Leonard 
Schuster, Theodore Joseph 
Scolnick, Herbert Allen 
Skloff, Jack M. 

Smith, Kenneth Lee 
Smith, Morton Theodore 
Soechtig, Carl Eugene 
Sultz, Marvin Eugene 
Teplitz, Gerald 

Troilo, Francis X. 

Valko, Albert Richard 
Verin, Donald William 
Weaver, Robert Thomas 
Wilson, James A. 
Wozniak, Edward Gustave 


Gratz, Leon 

Halpin, Thomas Harold 
Haupt, Harvey Russell, Jr. 
Henry, Boyd Campbell, Jr. 
Hewlett, Elmer Chester, III 
Jones, William Watkin, III 
Kessler, Seymour Herman 
Kingsley, Ross William 
Koehler, Joseph Vincent 
Kogan, Milton Lewis 
Krengel, Floyd 

Kurk, Mitchell 

Kurtze, Arthur George, Jr. 
Langton, John Alvin 

Levy, Allan Wolfe 
LoBianco, Anthony Domenic 
Loder, Donald Irwin 
Loder, Earl Clinton 


Changes of address 


Andenno, A., Joseph, from Edmore, Mich., to 101% W. Main 
St., Belding, Mich. 


Benson, Robert E., from St. Johns, Mich., to Garden City- 
Ridgewood Hospitals, 30548 Ford Road, Garden City, 
Mich. 

Burnett, Joseph R., from Potosi, Mo., to Salem, Mo. 

Buzanis, Theodore C., from Long Beach, Calif., to 2139 W. 
182nd St., Torrance, Calif. 


Cargill, J. Claver, from 418 E. Olive Ave., to 3703 W. Bur- 
bank Blvd., Burbank, Calif. 

Cucuiat, Andrew, from Woodland Hills, Calif., to 12000 
Bradford Place, Granada Hills, Calif. 


Dickerman, Charles P., from 202-03 Professional Bldg., to 15 
Terry Court, Staunton, Va. 

Dickson, James H., from Wheat Ridge, Colo., to 2709 W. 
38th Ave., Denver 11, Colo. 

Drell, Jerome M., from Pacoima, Calif., to 10737 N. Sepul- 
veda Blvd., Mission Hills, Calif. 


Zz 


Duffey, James M., from Larned, Kans., to Yale, Okla. 


Edwards, James D., from 815 S. Denver Ave., to 819 S. 
Denver Ave., Tulsa 19, Okla. 
Elliott, Clare W., from 1534 Salem Ave., to 1217 Salem Ave., 
Dayton 6, Ohio 
Elston, Harry E., Jr., from Warren, Ohio, to 811 State St., 
Sharon, Pa. 


Fasnacht, Richard S., from Pittsburgh, Pa., to Main St., Duke 
Center, Pa. 

Field, Samuel Howard, from Kansas City, Mo., to 832 N. 
Kingshighway Blvd., St. Louis 8, Mo. 

Forim, Myron A., from South Fallsburg, N. Y., to 144 Sheri- 
dan Ave., Brooklyn 8, N. Y. 

Fox, James N., from 405 Grand Ave., to 1217 Salem Ave., 
Dayton 6, Ohio 

Fritch, Edward A., from Shepherd, Mich., to 3140 S. Penn- 
sylvania Ave., Lansing 10, Mich. 


Gohn, Charles J., from Kidron, Ohio, to 920 Hawkins Ave., 
Akron 20, Ohio 


Hatchitt, Jack W., from 2126% E. University Ave., to 212 E. 
25th St., Des Moines 17, Iowa 

Hoversten, Lester T., from 646 W. San Bernardino Road, to 
308 W. Badillo St., Covina, Calif. 

Howlett, Leonard D., from Cape Girardeau, Mo., to 8214 
Homestead Road, Houston 16, Texas 


Johnsen, Martin R., from 1211 Sixth Ave., to 1209 Sixth Ave., 
Tacoma 5, Wash. 

Jordan, Robert Ernest, from Los Angeles, Calif., to 430 Park 
Ave., Port Hueneme, Calif. 


Katz, Allen M., from Coral Gables, Fla., to 8526'S. W. 40th 
St., Miami 55, Fla. 

Kelley, Ralph W., from 501 Osborn Bldg., to 1004 Natl. City 
Bank Bldg., Cleveland 14, Ohio 

Kovacs, Stephen J., Jr., from 245 Securties Bldg., to Jones 
Bldg., Seattle 1, Wash. 

Krause, Henry A., from 10245 N. E. Clackamas, to 10529 N. 
E. Halsey, Portland 20, Ore. 

Kurtzack, Irwin J., from 843 S. W. First St., to 3737 N. W. 
167th St., Miami 69, Fla. 


Macauley, E. Spencer, from 303 W. McCarty St., to 309 W. 
High St., Jefferson City, Mo. (Change name from El- 
dred S. Macauley) 

Magrann, John J., from Los Angeles, Calif., to 11122 Clarissa 
St., Garden Grove, Calif. 

Maier, Gottlieb, from 1020 Kerner Way, to 2529 W. Central 
Ave., La Habra, Calif. 

Manlove, Duane Louis, from 2907 Brady St., to 320 E. 29th 
St., Davenport, Iowa 

Mastellos, Christopher, Jr., from 4406 San Luis St., to 15004 
Cookacre Ave., Compton, Calif. 

Morgenthaler, Albert, from Detroit, Mich., to 27552 Van 
Dyke Ave., Warren, Mich. 

Mosier, Eugene D., from 328 Second St., S. W., to 1422 
Fifth St., S. E., Puyallup, Wash. 


Nash, Gerard K., from Cleveland, Ohio, to Box 402, Sharon, 


Pa. 
Nash, Victoria A., from Toledo, Ohio, to 14975 Mark Twain, 
Detroit 27, Mich. 


Ogle, John M., from 206-07 Capitol Theatre Bldg., to Korn- 
messer Clinic Bldg., Olympia, Wash. 


Pritchard, William W. W., from Pasadena, Calif., to 231 W. 
Foothill Blvd., Arcadia, Calif. 


Reed, William Beck, from 725 Capital Ave., S. W., to 73 S. 
20th St., Battle Creek, Mich. 

Reiss, Bertram, from Van Nuys, Calif., to 4355 Ventura Can- 
yon Ave., Sherman Oaks, Calif. 
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for happy, 
healthy retirement years 


comprehensive physiologic supplement 


KAPSEALS® 


begins at 40 


Physiologic Prophylaxis 

¢10 important vitamins plus minerals to help 
maintain cellular function and correct 
deficiencies 

* protein improvement factors to help compen- 
sate for unwise choice of food 

* digestive enzymes to aid in offsetting decreased 
natural production 

* steroids to stimulate metabolism and prevent or 
help correct protein depletion states 
Packaging: ELDEC Kapseals are available in bottles of 100 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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FREQUENTLY INDICATED 
FOLLOWING 
ARAFLEX 


Chlorzoxazone* 

When accidents result in sprains or strains, PARAFLEX reduces painful 
spasm promptly. Effective in a wide variety of rheumatic, arthritic and 
orthopedic disorders, PARAFLEX relieves pain, improves mobility and 
facilitates rehabilitation. Side effects seldom occur and are rarely severe 
enough to require discontinuation of therapy. 0 Average Dosage: Two 
tablets tid. or q.i.d. 0 Supplied: Tablets, scored, orange, (McNEIL) 
bottles of 50. Each tablet contains PARAFLEX, 250 mg. [sass 


McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. 
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SCHERING writes 
new chapter diuretic 
hypertension therapy 


lowest dosage —unexcelled diuretic activity 


trichlormethiazide 


Selective electrolyte screening 


lower potassium excretion, less risk of digitalis toxicity...maximum sodium output... 
balanced sodium and chloride excretion...24-hour effect on one 4 mg. dose...signifi- 
cant antihypertensive effect alone, potentiates other antihypertensive drugs... 

more economically priced...dosage less than 1/100 of chiorothiazide 

Packaging: NAQUA Tablets, 2 and 4 mg. scored, bottles of 100 and 1000. 


5-579 
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trichlormethiazide 


lowest dosage, unexcelled 
activity for control of 


tension 
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Respess, William R., from McEwen, Tenn., to Box 128, Hunt- 
ingdon, Tenn. 

Reves, George Oren, from Garden Grove, Calif., to 1723 W. 
Ball Road, Anaheim, Calif. 

Richert, Joseph J., from 19301 Sterling, to 19270 Hannon 
Road, New Boston, Mich. 

Robbins, Harold, from 3115 University Ave., to 4547 Florida 
St., San Diego 16, Calif. 

Roitz, Antone John, from San Gabriel, Calif., to 1721 Griffin 
Ave., Los Angeles 31, Calif. 

Rosenbaum, Irwin Y., from 5608 Gainor Road, to 9200 Alton 
St., Philadelphia 15, Pa. 

Rosencrantz, Eugene S., from Whittier, Calif., to 426 S. 17th 
St., Las Vegas, Nev. 


Sakamoto, Shoji, from Los Angles, Calif., to 15509 S. Beren- 
do, Gardena, C 

Schmitt, Allen Dean, from Port Arthur, Texas, to 402 Main 
St., Ranger, Texas 

Schoolcraft, Frank L., from Corpus Christi, Texas, to Doctors 
Osteopathic Hospital, 5500 39th St., Groves, Texas 

Smith, John Christopher, from Los Angeles, Calif., to 11432 
Vanowen St., North Hollywood, Calif. 

Sonesen, Marshall H., from Lake Geneva, Wis., to 4625 
Knight Drive, New Orleans 27, La. 

Spivey, D. E., from Los Angeles, Calif., to 920 N. Marguerita 
Ave., Alhambra, Calif. 

Stavrand, Hubert Martin, from Laurelton, N. Y., to 178 
Blanch Ave., Harrington Park, N. J. 

Steinberg, Harry, from Norwalk, Calif., to 10011 Orr & Day 
Road, Santa Fe Springs, Calif. 

Steskel, Henry F., from Portland, Maine, to 204 Ramapo Val- 
ley Road, Oakland, N. J. 

Stevenson, Melbourne H., from ag Age Calif., to 6020 
Wilshire Blvd., Los Angeles 36, C 

Stier, Joseph F., from 2591 Carlsbad Ave., to 5855 Auburn 
Blvd., Sacramento 21, Calif. 

Streny, Eugene F., from Norwalk, Calif., to 10011 Orr & Day 
Road, Santa Fe Springs, Calif. 


Thompson, Ted B., from Fort Worth, Texas, to Petersburg 
Clinic, Petersburg, Texas 

Thorpe, Joe E., from 404 S. E. 80th Ave., to 5846 N. E. 
Sandy Blvd., Portland 13, Ore. 

Trefiletti, Samuel J., from 1800 A Lafayette Ave., to 3012 La- 
fayette Ave., St. Louis 4, Mo. 


Vinson, Jack R., from Portland, Texas, to 1011 Midkiff Ave., 
Midland, Texas 

Vos, John F., from Las Vegas, Nev., to 18516 Beech-Daly 
Road, Detroit 40, Mich. 


Waller, M. AHen, from Roseville, Mich., to 285 Avenue C, 
New York 9, N. Y. 

Walters, Herbert A., from 208 Medical Arts Bldg., to 234 
Philadelphia Pike, Wilmington 3, Del. 

Weissinger, Robert F., from 1423 Oak Park Ave., to 4023 
University Ave., Des Moines 11, Iowa 

West, Alex Robert, from Garden Grove, Calif., to 1723 W. 
Ball Road, Anaheim, Calif. 

White, Leslie R., from Winslow, Ind., to Grandview Hospital, 
405 Grand Ave., Dayton 5, Ohio 

Whitman, Stanley H., from Beverly Hills, Calif., to 12000 W. 
Washington Blvd., Los Angeles 66, Calif. 

Whittemore, Joe D., from 2907 Brady St., to 316 E. 29th St., 
Davenport, Iowa 

Wilson, Cleo David, from Kansas City, Mo., to 614 Prospect, 
Excelsior Springs, Mo. 

Wilson, Rodney G., from 326 N. Central Ave., to 839 N. 
Glendale Ave., Glendale 6, Calif. 

Winslow, E. J., from Phoenix, Ariz., to 1111 Kimberly Road, 
Davenport, Iowa 

Wolfe, Leslie H., from San Fernando, Calif., to 10737 N. 
Sepulveda Blvd., Mission Hills, Calif. 

Wong, Alwyn Adalbert, from Los Angeles, Calif., to 5300 
Long Beach Blvd., Long Beach 5, Calif. 

Wood, William A., from 1449 Road 84, to 215 Professional 
Bldg., Fort Lauderdale, Fla. 
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Applications for membership 


ARIZONA 
Miller, M. Louise, (Renewal) 6350 Nogales Highway, Tucson 


CALIFORNIA 
Harder, Edwin T., (Renewal) 1320 W. Manchester Ave., Los 
Angeles 44 
Lee, Virginia, (Renewal) 7079 Hollywood Blvd., Los An- 
geles 28 
aes * Walter A., (Renewal) 1155 Via Tranquila, Santa Bar- 
ra 


IOWA 
Westfall, R. William, (Renewal) Westfall General Clinic, 
401-08 Citizens Natl. Bldg., Boone 


KANSAS 
Markine, Joseph J., (Renewal) 5932 Mission Road, Mission 
Noble, Coyt A., (Renewal) Clinic Bldg., Republic 


MAINE 
Tomes, Rudolph, (Renewal) 191 Whipple Road, Kittery 


MISSOURI 
Gephart, Paul J., (Renewal) Cape Osteopathic Hospital, 105 
S. Spanish St., Cape Girardeau 


NEW YORK 
Goldstein, Martin J., (Renewal) Highland Ave., Roscoe 


OKLAHOMA 
Norris, Howard B., (Renewal) 118 S. Washington, Enid 
Walter, Ralph L., (Renewal) Box 27, Grandfield 
Knollhoff, Edwin B., (Renewal) Box 348, Jones 
eae B., (Renewal) 3161 N. W. 24th St., Oklahoma 
ity 


PENNSYLVANIA 
Baron, Ned, Osteopathic Hospital of Harrisburg, 1829 N 
Front St., Harrisburg 
Kitting, Robert C., (Renewal) Pearl & Logan Sts., Reedsville 
McClintock, C. Wayne, (Renewal) 4122 Fields Drive, La- 
fayette Hill 
McHenry, -John J., (Renewal) 5201 Pine St., Philadelphia 43 
Strathie, Elizabeth M., (Renewal) 205 S. Chancellor St., 


Newtown 
WASHINGTON 
Emmans, Paul E., (Renewal) 404 Old Natl. Bank Bldg., Spo- 
kane 1 
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agua trichlormethiazide 


lowers potassium ex- 
cretion, minimizes risk 
of digitalis toxicity in 


congestive 
heart 
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oral aminophylline 
win an UNnUSUally low incidence 


An unusually low incidence of gastric irritation with 
Dura-Tab S.M. Aminophylline makes this valuable 
antiasthmatic, diuretic and cardiotonic available to 
many patients who could not tolerate ordinary oral 
aminophylline. 


rationale: Whereas the total daily dose of ordinary oral amino- 
phylline is almost wholly released in the stomach, only 
a fraction of Dura-Tab S.M. Aminophylline contacts 
the gastric membranes — the balance being slowly 
absorbed over the entire intestinal tract. 


one dose q. 12 h. (1 to 2 Dura-Tab S.M. Aminophylline) to adults main- 
tains effective blood levels due to a carefully controlled 
release of the active drug. In children under 10, one- 
half Dura-Tab q. 8 to 10 h. Cost comparable to ordi- 
nary aminophylline tablets. 


Indicated in the pro- 
phylaxis of chronic 
bronchial asthma; in 
treating congestive 
heart failure, paroxys- 


mal dyspnea, Cheyne- Write for samples and detailed literature. 
Stokes respiration. 
Bottles of 30, 100, 250 Wynn PHARMACAL CORPORATION 


*U. S. Patent No. 2895881 Lancaster Avenue at 51 Street, Philadelphia 31, Pa. 


4 
=: of gastric distress 
oy “one dose a. 12 fr 
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UROLITIA 


Soothes... 
BURNING URINATION 
CLEARS 


Infected Urine 


Urolitia rapidly controls E. Coli, S. 
Albus and S. Aureus infection. Its 
soothing action is due to the prompt 
release of Triticum and Zea extrac- 
tives by the kidney into the inflamed 
bladder. Urolitia is bacteriostatic, 
bactericidal, non-toxic, does not 
produce drug fastness, provides 
simple dosage and is safe and eco- 
nomical for long term therapy. 

It is especially useful for elderly 
patients with residual urine due to 
cystocele or enlarged prostate, in 
whom permanent sterilization of 
the urine cannot be expected. Uro- 
litia contains no dyes. 

Urolitia is very often used in pre- 
scriptions in combination with one 
or more other drugs, such as Tinc- 
ture of Belladonna, etc. 


Urolitia—each tablespoonful contains: 


20 gr. 
Lithium Benzoate.................... 5 gr. 
Sodium Benzoate.................... 2gr 


In a soothing, demulcent menstruum 
of Triticum and Zea. 


Dose: 1 Tbs. in % cup warm water 
¥ hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 
We will gladly send you samples of Urolitia, 
some proved prescriptions and literature. 


Borcherdt Company 


BORCHERDT COMPANY | 
217 N. Wolcott Ave., Chicago 12, Ill. 
Gentlemen: Please send me samples 
of Urolitia and literature. 
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relieves 
musculoskeletal 
pain 


Zactirin 


Ethoheptazine Citrate (75 mg.) with Acetylsalicylic Acid (325 mg.), Wyeth ANTI-INFLAMMATORY 


BENEFITS 


In an industrial clinic, ZACTIRIN provided 
effective analgesia for patients with painful 
musculoskeletal conditions resulting from 
sprains, low back pain, fractures of small 
bones, and trauma of contusions. ZACTIRIN 
provided analgesia . equivalent in effec- 
tiveness to that of codeine, 30 mg., plus 
aspirin... but the usually expected side 
effects of codeine were noticeably absent."* 


The investigators concluded ‘'... the effec- 
tiveness and lack of side effect liability per- 
mit us to keep many employees at work who 
formerly were sent home.’’* 


Pe, Supplied: Tablets, bottles of 48. 
4 II “Barber, T.E.: Ind. Med. & Surg. 28:54 (Feb,) 
959. 
i catia For further information on prescribing and ad- 


ministering ZACTIRIN see descriptive literature, 
available on request. 
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A Century of 
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Hypertension 


Anxiety States 


two 
fabiets 
at bedtime 


with MAXIMUM SAFETY 


alseroxylon 2 mg. 


In Hypertension In Anxiety States Compatible with other anti- 
Simplicity of control basedon = Rauwiloid is outstand- —_ hypertensive medications. Po- 
negligible incidence of serious _ ing for its calming, non- tentiates therapeutic action of 
side actions, simplicity ofdos- | soporific sedation in _more potent agents and permits 
age, and applicability to a anxietystates...withor their use in reduced and better 
wide range of patients. without hypertension. tolerated dosage. 


When more potent hypotensive action is needed, pre- 
scribe one of these convenient single-tablet combinations 


Rauwiloid® + Veriloid® 4, Rauwiloid® + Hexamethonium 


alseroxylon 1 mg. and alkavervir 3 mg. alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. 
Patients with severe hypertension often can be main- 
tained on Rauwiloid alone after desired blood pressure Northridge, California 


levels are reached with combination medication. 
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In response to physician demand 


more Esidrix has been added to 


SERPASIL- ESIDRIX 


potentiated antihypertensive now available in 2 strengths 


To meet the needs of patients who require greater diuretic-antihypertensive 
activity, Serpasil-Esidrix is now made available in a combination tablet containing 
50 mg. Esidrix and 0.1 mg. Serpasil. This tablet, Serpasil-Esidrix #2, will help you 
control high blood pressure in more patients. With Serpasil-Esidrix #2, you can 
expect a quick response: blood pressure usually begins to drop during the first 
few days of therapy. Excess fluid is also rapidly eliminated. And you give patients 
the additional benefits of Serpasil: control of tachycardia and relief of anxiety. 


COMPLETE INFORMATION AVAILABLE ON REQUEST. 


SERPASIL- ESIDRIX SERPASIL- ESIDRIX 


A 


2/2798 
SERPASIL® (reserpine cisa) / ESIDRIX® (hydrochlorothiazide c1Ba) 
SERPASIL®-ESIDRIX® (reserpine and hydrochlorothiazide cisa) 


$ 
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